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WHATEVER may be the merits, or demerits, of institutional, as opposed to 
domiciliary, confinements, there can be no doubt that there is a large number 
of general practitioners who are not only anxious to under- 

The take this work but are also capable of doing so. This is well 
Symposium brought out in the survey of general-practice midwifery in 
Scotland which we publish elsewhere in this issue (p. 717). 

















This therefore is our justification for devoting a symposium to the subject. 
The subjects chosen are among the outstanding problems which face the 
obstetrician, and the implications of them all for general practitioners—and 
particularly those who practise in remote areas—are admirably summarized 
by Dr. Harold Walker in his article on ‘Obstetrical emergencies in domi- 
ciliary practice’. The persisting unpleasantly high incidence of toxemia of 
pregnancy, reviewed by Professor J. C. McClure Browne, is a state of 
affairs for which the general-practitioner obstetrician must be prepared to 
take his fair share of blame, and there seems to be little doubt that certain 
general practitioners are not maintaining that high standard of antenatal care 
to which every expectant mother is entitled. ‘Prolonged pregnancy’ is a sub- 
ject on which several readers have asked for information, and Professor 
James Walker’s article presents a masterly review of a most complex subject. 
Pudendal analgesia, reviewed by Mr. Hawksworth, is another subject upon 
which readers have asked for advice, whilst Mr. Brews’ review of ‘Indica- 
tions for termination of pregnancy’ will be welcomed as a judicial survey of 
a subject of perpetual interest to the family doctor. ‘Ectopic gestation’ is 
not a common condition but must always be borne in mind, and Mr. Patrick 
has summarized the salient findings which should allow the practitioner to 
detect it at a stage when it is still readily amenable to treatment. 


IT is estimated that at the present moment there are well over 34 million 
married women at work in industry in this country. If family life is the basis 

of our social order, this is a state of affairs that cannot be regarded 
Mothers with equanimity. ‘How’, as the Bishop of Woolwich asked re- 
at Work cently, ‘can there be home life when children come home from 

school to an empty house? How can there be home life when 
mother is too tired at the end of the day for either children or husband?’ 
The blame for this disturbing state of affairs is usually laid at the feet of the 
government—for encouraging mothers to enter industry—or industry for 
not refusing to employ mothers of young children. There are, however, two 
much more probable explanations. One is that pernicious undermining of 
parental responsibility which is such a distressing trait of the present era, 
and the other is the need for additional housekeeping money. 
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Elsewhere in our issue this month (p. 728) we publish a report by a 
Liverpool general practitioner of an investigation he carried out of why the 
married women in his practice went out to work. Of the 66 mothers whom he 
interviewed, one (with three children of school age) went to work because 
she ‘liked work’, two said they did not need to work but wanted a few 
luxuries, whilst 63 went to work because they could not manage on the 
housekeeping allowance allotted to them by their husbands. ‘That this is by 
no means synonymous with the ‘sheer economic necessity’ so often quoted 
as the cause is clear from Dr. Pratap’s analysis of the husbands’ weekly 
wages and the amount of housekeeping money they gave to their wives. As 
he points out, ‘the Welfare State does help some housewives through family 
allowances, school meals and the like, but, more important still, the husbands 
could do better’. Here, surely, is the crux of the problem: the persisting 
refusal of the offspring of the Welfare State to realize that there are no rights 
without duties, no privileges without responsibilities. 


IN his annual report for 1956, the county medical officer of health for 
Middlesex drew attention to the increasing number of girls under the age of 

18 who were attending venereal disease clinics. ‘These 
The Problem girls’, he said, ‘may be suffering from a non-venereal con- 


of V.D. dition or even not be in need of treatment at all but attend 
the clinic for a check up on their own initiative or on the 
advice of girl friends . . . The inference that they have, to their own know- 


ledge, run the risk of contracting a venereal disease is inescapable and while 
their readiness to seek examination is commendable, the social problem 
which it reflects should not be disregarded’. 

That this disturbing social phenomenon is not confined to this country 
is clear from a report by Dr. Abraham Gelperin of the Veterans Administra- 
tion Hospital, Chicago (GP, 1958, 17, 93), according to whom ‘gonorrhea 
continues to be a major communicable disease for the age-group 15 to 19’. 
There are nearly one million new cases of gonorrheea in the United States 
each year, and about 20 per cent. of these are in young people between 15 
and 1g years of age. That both these figures may well be under-estimates is 
suggested by the contradictory features of the distribution of reported cases, 
which suggests under-reporting by private doctors treating young white 
males. ‘T'wo other features he draws attention to. One is ‘the extraordinary 
shift from the prostitute as a major source of gonorrhoea to the clandestine 
“pick-up” or “girl friend” ’. The other is that various investigations have 
shown that the majority of these infected young people came from ‘our so- 
called middle classes’ and that the broken home was an unimportant factor. 
Some may say that the moral and social implications of this venereal mani- 
festation of the current social discontent have nothing to do with the doctor, 
but this is scarcely a philosophy which will appeal to those brought up in the 
tradition of the family doctor as the counsellor and friend, as well as the 
medical attendant, of his patients. 
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It is probably only natural that medical research should be concentrated 
on three groups of diseases: (a) those that kill; (b) those that produce per- 

manent disablement; (c) those that are most common in 
Anthelmintics the countries in which the great research centres of the 

world are to be found. Helminthiasis comes into none of 
these three categories, which may well explain why, as T. I. Watkins (7. 
Pharm. (Lond.), 1958, 10, 209) points out in a most carefully documented 
review of ‘The chemotherapy of helminthiasis’, ‘helminthiasis is still as 
pressing a problem as it was 50 years ago’. Some of the figures he quotes 
provide ample evidence of the extent of the problem: 644 million people 
infected with Ascaris lumbricoides, 456 million with hookworm, 209 million 
with Enterobius vermicularis, 39 million with the 7. saginata, and 10 million 
with Diphyllobothrium latum. ‘The problem is not only a human one. It is 
of equal importance in veterinary medicine. In Great Britain it is estimated 
that parasitic gastroenteritis in sheep is responsible for losses equal to 
about {1 million a year, whilst losses due to helminth infection cost the 
United States livestock industry over $227 million a year. 

Even when the urgency of the problem is realized, there are many diffi- 
culties involved in research work on the chemotherapy of helminthiasis. 
These, however, are gradually being overcome, and Watkins is able to 
report a definite, if still far from satisfactory, advance. Diethylcarbamazine 
is proving effective in the treatment of filariasis, mepacrine and dichlorophen 
are rapidly replacing the 2000-year-old filix-mas treatment of tapeworm, 
and piperazine is proving of value in the treatment of ascariasis. Much, 
however, remains to be done before chemotherapy, in conjunction with 
effective public health measures, can hope to remove this burden from the 
inhabitants of the tropics and those who are responsible for maintaining the 


food supplies of the world. 


‘IT seems more than doubtful that this overcivilized and pampered Western 
world will ever by its own volition revert to the healthier arduous living 
habits of its forefathers. . . . Thus medicine may have to face the 
‘Loafer’s task of devloping new, convenient, and inexpensive artificial 
Heart’ remedies to restore our badly upset central nervous and peri- 
pheral neurovegetative equilibrium, if we want to escape further 
degeneration’. Such is the gloomy prognostication of W. Raab (A.M.A. 
Arch. intern. Med., 1958, 101, 194) as he surveys the ‘motorized and TV- 
sitting young generation’ of the United States and compares them with the 
bouncing virile youth of Austria and Switzerland. 

His thesis is the simple one that lack of exercise is bad for the heart, 
leading not only to myocardial degeneration, but also to coronary sclerosis. 
What he describes as the ‘ “‘loafer’s heart” of our motorized non-exercising 
population’ is the result of a ‘deterioration of cholinergic vagal counter- 
regulatory effectiveness against the injurious influence of uninhibited 
sympathetic-adrenergic activity upon myocardial oxygen economy and 
myocardial mechanical efficiency’. What is new in his thesis is the emphasis 
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he lays upon the importance of adrenergic effects in accelerating and in- 
tensifying the deposition of cholesterol in the intima. He appears to suggest 
that this is almost as important a factor in atherogenesis as excessive con- 
sumption of fats. All these deleterious effects of sympathetic adrenergic 
preponderance are counteracted by the ‘beneficially high vagal tone’ of 
athletes. This, of course, is all a glorious oversimplification of a highly 
complex problem, but none the less provocatively stimulating. It is as true 
of exercise as of food that one man’s food is another man’s poison. Raab 
notes that ‘in Denmark and Holland, where the bicycle and not the 
automobile is the typical national means of transportation, the cardiac 
death rate is considerably lower than in the United States, despite an almost 
equally high fat consumption’, but to draw definitive deductions is danger- 
ous. A modicum of exercise is undoubtedly as good for one’s body as for 
one’s soul, but what is the definition of a ‘modicum’? “There’s the rub’. 
One of the most striking ‘exhibits’ in the Royal College of Surgeons is the 
painting of a piebald negro child, which hangs in the exhibition hall of the 
College. According to the inscription on the painting this is 
The ‘the true picture of Mary Sabina, who was born Oct. 12th 
Variegated 1736 at Matuna, a plantation belonging to the Jesuits in the 
Damsel city of Cartagena in America, of two negro slaves named 
Martiniano and Patrona’. The portrait was presented to the 
College by Sir Erasmus Wilson, the famous dermatologist whose name is 
sometimes used as an eponym for generalized exfoliative dermatitis but, as 
Miss Jessie Dobson points out in a recent issue of the Annals of the College 
(Ann. Roy. Coll. Surg. Engl., 1958, 22, 273), its previous history is entirely 
unknown. 

The earliest reference to Mary Sabina, whom Erasmus Wilson described 
in a lecture as ‘our little variegated damsel’, Miss Dobson tracks back to a 
Jesuit priest, José Gumilla who, in a book published in 1745, describes how 
he first saw the child when she was six months old. He attributed the black 
and white markings of the skin to the fact that the mother had in her posses- 
tion before the birth of the child a black and white dog with a similar pattern 
—a happy and, in the current stage of medical knowledge, a satisfactory 
explanation. He also records that he advised the mother to guard the baby 
very carefully lest someone cast the evil eye upon her. ‘The interest of the 
portrait itself is that it is reproduced in Buffon’s ‘Histoire Naturelle’ and that 
there is a record of a portrait of Mary Sabina having been presented to 


University, nor is there any trace of its disposal. Whether these three 
portraits were all one and the same, or whether there were three different 
portraits remains a mystery. It would be interesting to know whether Mary 
Sabina managed to avoid the evil eye but, whatever her fate, she has at least 
achieved a niche in the home of surgery. Perhaps the College may even be 
proud of the fact that it is the home of this variegated damsel of Lincoln’s 
Inn Fields. 
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TOXAMIA OF PREGNANCY 


By J. C. McCLURE BROWNE, M.B., F.R.C.S., F.R.C.O.G. 
Professor of Obstetrics and Gynecology, University of London 


Tox2MI< of pregnancy in Britain is still the most common cause of maternal 
mortality. In the ‘Report on Confidential Enquiries into Maternal Deaths 
in England and Wales, 1952-54, (Ministry of Health, 1957), of a total of 
1,094 deaths investigated, 246 occurred in toxzemic cases. 


DEFINITION 
Toxemia of pregnancy is that condition which is signified by rise of blood 
pressure, edema and albuminuria, and which culminates, if uncontrolled, 
in typical eclamptic convulsions. Cases of essential hypertension, or of 
chronic nephritis, should not be included under this heading unless they 
have developed two out of the typical triad of symptoms. 


MECHANISM 
It is probable (Browne, 1958) that toxemia of pregnancy, or pre-eclamptic 
toxemia as it is often called, develops as a result of the inability of the 
placenta to counteract the overactivity of the adrenal cortex which normally 
occurs in pregnancy; this inability arises from placental ischemia which 
is a consequence of failure of the body to adapt itself to the pregnancy 
syndrome. Such failure of adaptation is particularly prone to occur in cases 
of essential hypertension, of chronic nephritis, and of diabetes mellitus. 
The extra demands of a twin pregnancy or of prolonged pregnancy may 
produce a relative placental ischemia, and there are many other factors— 
such as primigravidity, increasing age, physical exercise and labour— 
which produce the same effect. Clinically, the association of these conditions 
with pre-eclamptic toxemia, or even eclampsia, is well recognized. The 
unfolding of this story has been one of the most exciting chapters of obstetric 
development in recent years. Page (1939), Beker (1948), and Bastiaanse and 
Mastboom (1949) had severally suggested that placental ischemia played 
an important role. Their work was based upon animal experiments. In 
1953, Browne and Veall demonstrated the existence of placental ischemia 
in women suffering from toxemia, and Morris, Osborn and Payling Wright 
(1955) demonstrated that the ischemia could also be detected in the uterine 
muscle, Walker and Turnbull (1953) showed that in toxemia the foetus 
was short of oxygen. Morris et al. (1956) showed that exercise exerted an 
adverse effect upon the uterine circulation, and that, conversely, rest im- 
proved it, thus demonstrating scientifically for the first time the clinically 
well-known beneficial effects of rest in toxeemia. Browne (1954) showed that 
in toxemia the therapeutic production of a moderate fall in blood pressure 
was accompanied by a corresponding improvement in the maternal placental 
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circulation. It has thus become apparent that whenever the uterine and 
maternal placental circulations are inadequate the syndrome of toxemia will 
develop. 

Delivery of the child is invariably followed, after a temporary exacerbation, 
by subsidence of the toxemia, and, whilst it is not yet possible to prevent 




















Total Feetal loss 
deliveries | per cent. 
Hammersmith Hospital, 1956 2,224 Eg 
Toxzmia with albuminuria 97 4.0 
College of General Practitioners 
Obstetric Survey, 1957 4,277 3-4 
Toxemia with albuminuria 187 9.4 








TaBLe I.—Showing how feetal loss can be reduced by strict 
antenatal supervision in prevention of toxemia. 


toxemia, in the vast majority of cases it is possible to delay its onset until 
a stage in pregnancy when delivery of the child can be effected without the 
hazard of prematurity, and strict antenatal supervision and management 
can eliminate all maternal deaths from toxemia, and can reduce feetal loss 
to a minimal figure. Thus, in Hammersmith Hospital in 1956, of 97 cases of 
toxemia with albuminuria the combined stillbirth and neonatal death rate 
was 4 per cent., a figure comparable with the over-all perinatal mortality 
of 3.4 per cent. recorded in the whole obstetric survey in the south-west of 
England carried out under the auspices of the College of General Practi- 
tioners and with the over-all perinatal mortality of 3.7 per cent. in the total 
Hammersmith series (table 1). 


PREDISPOSING CONDITIONS 

Strict antenatal supervision with facilities for prompt hospitalization and 
expert management of the established case are the cornerstones of success. 
Strict supervision involves, first of all, selection. In any community it is 
possible to select a group of women who are particularly prone to develop 
toxemia, and to set them aside for special care during pregnancy. Women 
in their first pregnancy, or who are over the age of 35, or who have essential 
hypertension, or chronic nephritis, or other evidence of vascular disease; 
women with diabetes mellitus, and especially women with a history of 
toxemia or stillbirth in a previous pregnancy, and grand-multipare should 
all be regarded as especially prone to the development of pre-eclamptic 
toxemia. These merit the strictest supervision throughout their pregnancy, 
and should be confined in hospital. Their antenatal care should be meticulous 
and how great is the price paid for failure in this respect is shown by the 
figures given in the Ministry of Health report (1957). 

Of the 200 maternal deaths due to pre-eclamptic toxemia, avoidable factors were 


clearly present in 104, or 52 per cent. Only 60 per cent. of these women had a live 
baby, and in 12 per cent. the patient died undelivered. 
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It is safe to say that over 40 deaths per annum, or nearly one every week, 
occurred in the years 1952-54 because of inadequate management of 
toxzemia-prone women. 

Essential hypertension.—In selecting the essential hypertensives it is 
important to remember that at the first visit, before the 16th week of 














Total no. | No. of patients with 
Blood pressure finding of patients | pre-eclamptic toxemia 
No hypertension 3,659 72 (1.8%) 
Hypertension before 15th week 278 99 (35.5%) 
Blood pressure of between 120/70 and 140/90 
mm. Hg before 15th week 216 84 (39.0%) 








TaBLe II.—Incidence of pre-eclamptic toxemia at Hammersmith Hospital, 1954-56, 
according to blood-pressure level at early booking. 


pregnancy, any elevation in the blood pressure above 120/80 mm. Hg is 
suggestive of an underlying hypertension which, without the advent of 
pregnancy, would normally remain occult for many years. The diastolic 
pressure should be read when the sound changes from loud to soft. 'To wait, 
as is sometimes recommended, until the sound disappears altogether, gives 
a falsely low diastolic reading. Moreover, at the first visit the reading of 
the blood pressure should not be discarded if it is found to be elevated, and 
repeated after a period of rest: we are interested at this time in how the 
patient responds to slight stress and exercise, and this transitory and often 
minimal rise signifies that the patient is liable to develop toxzmia later. 
Because the blood pressure commonly falls in the middle trimester, many 
cases of essential hypertension who book after 16 weeks will show a normal 
reading, and the diagnosis will be missed. The importance of early booking 
is therefore evident. 


In 3,659 cases in whom no hypertension was discovered at the initial visit before 
16 weeks (McClure Browne, 1958), there were 72 cases of pre-eclamptic toxzmia, 
or 1.8 per cent. In 278 cases, in whom the blood pressure was found to be elevated 
before the 15th week, 99 cases of pre-eclamptic toxewmia occurred—an incidence of 
35.5 per cent. In 216 cases, in whom the blood pressure before the 15th week lay be- 
tween 120/140 systolic and 70/90 diastolic (which I call the ‘No Man’s Land’) there 
were 84 cases of pre-eclamptic toxemia—an incidence of 39 per cent. (table IT). 
The significance of a minor elevation of blood pressure in the first trimester 
is therefore evident. 

Diabetes and chronic nephritis are rare conditions complicating pregnancy, 
and so are only occasional associations with toxemia. Twins will not be 
diagnosed until the pregnancy is well advanced, and prolonged pregnancy can 
only be recognized after term. Antenatal care directed to the prevention 
of pre-eclamptic toxemia is therefore concentrated mainly on primigravide, 
on cases of minimal hypertension, and on women over the age of 35 even if 
no overt hypertension is detected. Many of these hypertensives will be 
suspected only on the grounds that in a previous pregnancy a toxemia has 
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occurred, and many will show only a small transitory rise of blood pressure 
at the initial examination. 


ANTENATAL CARE 
What are the particular points to which attention should be directed in the 
antenatal supervision of these particular groups of patients? First, frequent 
and regular antenatal examination. In the ‘Report on Confidential Enquiries 
into Maternal Deaths’, in at least ten deaths due to toxemia the frequency 











| Number | 
Arrangements for confinement | Total with avoidable | Percentage 
deaths | factors | 
Own home with doctor and midwife 86 57 60 
Maternity home with general practitioner | 40 | 21 54 
Own home with midwife 12 5 45 
Hospital 83 22 | 27 
None | 25 | 23 | 92 











TABLE III.—Percentages of avoidable maternal deaths in 246 cases of toxemia of pregnancy, 
according to method of confinement. 


of examination was quite inadequate: one patient had had only one examina- 
tion by her doctor during the whole of her pregnancy. In the National 
Health Service the doctor must perform at least two antenatal examinations 
before he can obtain a fee, but this number of examinations must, of course, 
be regarded as grossly inadequate even for normal cases. In these selected 
cases the woman should be seen fortnightly until she reaches the 33rd or 
34th week, and thereafter at least weekly. Examinations at longer intervals 
may well result in the earliest sign of impending toxemia being missed. 
The regularity of examination is also important, and it is essential to ensure 
that any woman who fails to attend for examination is promptly followed 
up within the next twenty-four hours: the reason for her failure to attend 
may well be that she had not been feeling well due to one of the symp- 
toms of toxemia, such as headache or sickness, and such symptoms are 
usually evidence of severe toxzemia. 

It is naturally essential that the quality of antenatal care should be good. 
In one of the maternal deaths already quoted there had been only one 
estimation of the blood pressure during the whole of the pregnancy, in 
spite of repeated examinations. In the report ‘a sadly defective standard 
of antenatal care’ was noted in at least 40 cases, and was almost certainly 
present in many others in whom the records were inadequate. Thus, several 
cases were observed in which a blood pressure of 160/100 mm. Hg was 
recorded for several days without any action whatsoever being taken, even 
when, in addition, edema and albuminuria were present. There were some 
patients in whom massive albuminuria was present for days, or even weeks, 
and who received no treatment whatsoever, or were rested at home. By 
no known standard can the quality of such antenatal care be considered in 
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any way adequate. It is not suggested that in all cases it was the general 
practitioner who was at fault. Of 59 cases included under the heading 
‘inadequate antenatal care’, arrangements were made for domiciliary con- 
finement in 49, and hospital confinement in 1o (table III). It is important, 





You should eat all the following foods each day; no more and no less: 
2 pints of whole milk. 
As much lean meat as possible (not less than 3 0z.). 
I-2 eggs. 
1 large helping of fish, offal, poultry or rabbit 
NOT FRIED 
Take only occasionally bacon, ham, tinned meat, cheese or sausage to replace the 
above. 
3 oz. National bread (3 medium slices) with butter or margarine, thinly spread. 
2 or more portions of fresh fruit. 
2 potatoes—each the size of an egg (4 0z.); boiled, baked or mashed, not roasted 
or fried. 
1 helping of root vegetables or peas, beans or lentils occasionally. 
As much as you can get of green vegetables and salad. Do not add salad dressings or oil. 
DO NOT EAT ANY OF THE FOLLOWING FOODS: 
Sweets, chocolate, sugar. 
Jam, marmalade, honey, syrup. You may take a little sugarless jam or marmalade 
occasionally. 
Cakes, pastry, pudding (cereal or sponge), biscuits, breakfast cereals 
Cocoa, Horlicks, Ovaltine, etc. 
If you wish to take breakfast cereal, you should omit your allowance of potatoes 


(1 medium helping—}? oz. is equal to 4 oz. of potatoes). 


Orange juice 
Cod liver oil or | 
vitamin pills 

| Iron pills 


DO NOT FORGET TO TAKE YOUR 45 EVERY DAY 











Taste IV.—Hammersmith Hospital diet sheet for a high-protein (90 to 100 g.), low- 
carbohydrate, low-fat diet for patients with toxemia of pregnancy. If salt restriction 
is also required, the patient is told not to add salt to her food at table. 


too, that no confusion be allowed to occur when the antenatal care of the 
patient is shared, as it so often is at present, between the practitioner, the 
local authority clinic, the midwife and the hospital. Indeed, at the first 
examination, the plan for antenatal care and confinement should be decided 
upon and clearly explained to the patient, so that she may be able to co- 
operate by attending at the right place at the right time, and all concerned 
should be informed of the plan. 


EARLY SIGNS OF TOXAMIA 
In considering the detail of the regular examinations, it is important to 
remember that cedema, hypertension, and albuminuria should be looked for 
at each visit, and that the presence of albumin in the urine is a late, and 
not an early, sign of toxemia. Gidema may be detected in the subclinical 
stage by noting any undue gain of weight between visits, and the patient 
should therefore be weighed at each visit. If the initial weight exceeds 
154 lb. (70 kg.) it is wise to start the patient at once on a high-protein, 
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low-carbohydrate and low-fat diet, as detailed in table IV. The average total 
weight gain in pregnancy is 24 lb. (11 kg.), of which not more than one- 
third should be put on in the first half of pregnancy, not more than one-third 
between the 20th and 30th weeks, and not more than one-third in the last 
ten weeks. Excessive weight gain may, of course, be due to excessive eating, 
but if it continues in spite of a high-protein, low-carbohydrate and low-fat 
diet, it is probably due to water retention which will soon become evident 


as clinical cedema, and will be controlled by salt restriction. Patients who | 


gain weight excessively are therefore advised to restrict salt as well as to 
take the prescribed diet. 


TREATMENT 

At the first sign of edema (often shown by tightness of the wedding-ring) 
the patient should be rested in bed and visited frequently, the diet and salt 
restriction being continued, and a daily watch being kept on the blood- 
pressure level. If either the systolic or diastolic pressures, or both, become 
elevated by 20 mm. Hg, the patient should be admitted to hospital without 
delay. It cannot be too strongly emphasized that the patient cannot be 
adequately treated at this stage in her home. Similarly, any blood-pressure 
reading of 150/100 mm. Hg or more, or the presence of even a trace of 
albumin in a clean specimen of urine, indicates immediate admission to 
hospital. At this stage delay may have fatal consequences, and the practitioner 
who temporizes is shouldering too heavy a responsibility. 

In certain cases, when the patient has defaulted, or the onset has been 
particularly rapid, the patient may already show signs of impending 
eclampsia, such as frontal headache, visual disturbance, epigastric pain, or 
vomiting. In these circumstances, transfer to hospital even by ambulance 
may provoke a fit, and therefore it is wise to give a hypodermic injection 
of morphine (4 grain [20 mg.]) half an hour before transfer, or preferably to 
give 0.4 g. of thiopentone sodium intravenously, and accompany the patient 
to hospital. 

With proper antenatal care, however, this dangerous state of affairs should 
not arise, and admission will simply be arranged because of cedema, hyper- 
tension and albuminuria, or one of these latter two findings alone; usually 
this will not be necessary until after the 36th week. 

In these circumstances, after a period of rest and sedation, labour can be 
induced surgically in hospital without prematurity causing undue hazard to 
the foetus. Immediately after delivery, it is wise to give the patient a hypo- 


dermic injection of morphine (} grain [16 mg.]), as there will almost certainly | 


be a temporary exacerbation of the disease in the first few hours after the 
placenta is delivered. In this way many cases of post-partum eclampsia are 
prevented. This method of immediate post-partum sedation should also be 
employed in the toxemia-prone woman whose condition has not deteriorated 
during pregnancy or labour, whether she be delivered in hospital or at home. 
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If further pregnancies are desired, these should not be delayed, as the 
underlying hypertension is progressive. 


SUMMARY 

(1) Although maternal death from toxemia is almost entirely preventable 
by proper antenatal care, there is clear evidence that toxemia is still the 
major cause of death among child-bearing women in this country, and in 
200 deaths from this condition during 1952-54 avoidable factors were clearly 
present in over 50 per cent. 

(2) It is possible to select certain groups of women as being toxzmia- 
prone: primigravide; grand-multipare; women over the age of 35; those 
in whom there has been a history of toxemia or stillbirth in a previous 
pregnancy; women with a hypertensive tendency, however mild; chronic 
nephritics; diabetics; women with twin pregnancies. These groups all merit 
the closest antenatal care, with immediate follow-up of defaulters, and 
hospital confinement. The weight, blood pressure, and presence of cedema 
or of albuminuria should be studied at each examination, and admission to 
hospital arranged at the first adverse sign. 

(3) In most of these cases deterioration will not begin until the 36th 
week when, if need be, surgical induction may be performed without undue 
risk to the foetus, thus rescuing both foetus and mother from danger. 

(4) Immediate post-partum sedation is desirable in all these cases, whether 
deteriorated or not. 

(5) If further pregnancies are desired, these should not be delayed. 


References 

Bastiaanse, M. A. Van Bouwdijk, and Mastboom, J. L. (1949): Ned. T. Geneesk., 
93, 2609. 

Beker, J. C. (1948): ¥. Obstet. Gynec. Brit. Emp., 55, 756. 

Browne, F. J. (1958): Lancet, i, 115. 

Browne, J. C. McClure (1954): Cold Spr. Harb. Symp. quant. Biol., 19, 60. 

—— (1958): ‘Institute of Obstetrics and Gynecology Symposium on Non- 
Toxzemic Hypertension in Pregnancy’, London, p. 76. 

, and Veall, N. (1953): J. Obstet. Gynec. Brit. Emp., 60, 141. . 





College of General Practitioners (1957) : ‘Obstetric Survey’. 

Ministry of Health (1957): ‘Report on Confidential Enquiries into Maternal 
Deaths in England and Wales, 1952-54’, H.M. Stationery Office, London. 

Morris, N., Osborn, S. B., and Payling Wright, H. (1955): Lancet, i, 323. 

——, ——, —— (1956): Ibid., ii, 481. 

Page, E. (1939): Amer. F. Obstet. Gynec., 37, 29. 

Walker, J., and Turnbull, E. P. N. (1953): Lancet, ii, 312. 








PROLONGED PREGNANCY 


By JAMES WALKER, M.D., F.R.C.O.G. 
Professor of Midwifery and Gynecology, University of St. Andrew's 


RECENT interest in the clinical problem of prolonged pregnancy has been 
stimulated by the reviews of Clayton (1941, 1953) in England, of Rathbun 
(1943) and Clifford et al. (1951) in the United States, of Hosemann (1949) 
in Germany, and of McKiddie (1949) in Scotland. The great volume of 
later clinical studies has done little more than clarify the pattern of the 
syndrome. 
RESEARCH REVIEW 

Sir Joseph Barcroft and his colleagues (1934, 1939, 1945, 1946), working 
with the goat, sheep and rabbit feetus, found that under the conditions 
of their experiments the oxygen supply to the foetus deteriorated as preg- 
nancy proceeded towards, and beyond, the normal term. Barcroft hinted 
that the human fcetus might be in a similar position as regards oxygen 
supply, and this possibility was also emphasized by Traut (1946) and 
Eastman (1954). McKiddie (1949) suggested specifically that a falling oxygen 
supply might explain some of the special features seen in his cases of the 
prolonged pregnancy syndrome. Studies of the oxygen levels in the cord 
blood of the human feetus, first recorded by Blair-Bell et al. (1928), were 
made more fully by Eastman (1930), Haselhorst and Stromberger (1930) 
and Noguchi (1936), who established clearly the average levels to be ex- 
pected after spontaneous delivery and in asphyxiated states of the foetus. 

In 1949, guided by the work of Barcroft, and stimulated by the clinical 
findings of McKiddie, I began (Walker, 1953, 1954) a series of experiments 
on the oxygen levels in the cord blood of the foetus in relation to a wide 
variety of clinical conditions. I obtained some evidence to confirm the 
suggestion that the excess of foetal death in prolonged pregnancy could 
be due to a falling oxygen supply. Simultaneously with these studies, 
McKinney and his colleagues (1955) in the United States had begun a 
study of the effects of oxygen deficiency at birth on the future wellbeing of 
the child. Since 1950 there has been a world-wide and explosive interest 
in the problems of oxygen supply to the foetus. Beautiful studies are appear- 
ing from Sweden, Belgium, France, Germany, Uruguay and Japan, as 
well as from many centres in Britain and America. 

Barron, one of the original Barcroft team, has continued in Yale with 
studies of the physiology of pregnancy in the sheep and goat. Such, how- 
ever, is his interest in human fetal physiology, that he has thrown open 
his laboratory to train obstetricians in the necessary techniques and attitudes 
and has cooperated deeply with the Harvard studies of human maternal 
physiology. Eastman, who in the early thirties was a pioneer in this work, 
has again brought his experience into the same field (Prystowsky and 
June 1958. Vol. 180 (658) 
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Eastman, 1957). In this country, Dawes and his colleagues in Oxford, 
studying the sheep foetus, by beautifully designed experiments simulating 
abnormal clinical situations in human pregnancy, have given many leads to 
the solution of our problems. Recently, in the United States, Windle 
(1957), another pioneer in the field, has begun a study of the effects on the 
monkey foetus of anoxia at birth. This work is of the utmost importance and 
is complementary to human studies. 

I have introduced this story in this way to show the debt we owe to the 
original investigators in the clinical field—to Sir Joseph Barcroft himself, 
to Barron, to Eastman, and to Haselhorst and Stromberger—and to em- 
phasize that there is much to learn. Within the next ten years fundamental 
information will be gained which might change much of our present attitude 
in obstetrics. It would be very wrong to suggest that at this time there is 
any clear knowledge. ‘There are many half-truths, much inspired specula- 
tion, and many apparently contradictory findings. 


THE CLINICAL SYNDROME OF PROLONGED PREGNANCY 
It is fairly well agreed by most investigators that, as pregnancy becomes 
prolonged after term, there is (1) a rise in the perinatal mortality, (2) an 
increasing incidence of foetal distress, (3) an increasing incidence of difficult 
labour and operative delivery. It is extremely important to realize that each 
of these three factors is an integral part of the syndrome, since they are 
closely interwoven clinically and in many aspects interdependent. There 
is one other broad generalization which is also important in the considera- 
tion of this syndrome. As a clinical problem, its severity is much influenced 
by the type of community studied. I can best illustrate one feature of this 
by discussing the syndrome in inverse order. By putting difficult labour first 
in my discussion, I do not wish to imply that this is the most important 
factor in the syndrome, although there is little doubt that it has a firm place. 

Difficult labour and operative delivery.._As pregnancy progresses, at least 
until the 44th week, the average birth weight of the baby rises, and many 
more babies weigh over 8 lb. (3.5 kg.) at birth. The head diameter also 
increases. Traditionally, the head becomes harder and less easily moulded, 
but this has never been proved. To a greater or lesser degree the incidence 
of disproportion must increase as the length of pregnancy increases. Such 
an increase will be more obvious in a community where bony pelvic con- 
traction is common. In communities where contracted pelvis is rare, women 
are well grown, and have their first baby at a reasonably early age, mechanical 
difficulties, even after term, will be uncommon. Such an argument holds 
too for the individual patient. For example, serious difficulty in labour in 
young primigravide under 25 years of age in Scotland is rare up to the 
40th week, but becomes a real problem as the larger baby of the 41st and 
42nd week is asked to negotiate a slightly contracted pelvis. 

There seems little doubt, too, that uterine function is less efficient after 
term. Whether this is associated with minor disproportion or with a greater 
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incidence of malposition and therefore of positional disproportion has never 
been satisfactorily explained. 

As pregnancy becomes prolonged, there is a greater likelihood of pro- 
longed and mechanically difficult labour, often with malposition of the 
foetal head, and this is mainly a feature of primigravid pregnancies. 

Feetal distress.—Labour after term is more often complicated by the 
classical clinical signs of distress. The incidence and type of distress will 
depend upon the type and duration of labour the fcetus is asked to 
withstand. 

Slowing of the fetal heart.—As a first sign of distress, this appears to be 
primarily a pressure phenomenon, due often to bony pressure, but more 
often to soft-tissue resistance after full dilatation of the cervix. (Some 12 
per cent. of cases of foetal heart slowing are associated with cord entangle- 
ment.) As pregnancy becomes prolonged, the incidence of feetal heart 
slowing therefore increases (from 7 per cent. for babies delivered in the 
39th and 4oth week to 12 per cent. for babies delivered in the 42nd and 
subsequent weeks) parallel with the rising incidence of prolonged and diffi- 
cult labour and is often the immediate indication for operative delivery. 
Fetal heart slowing in the late second stage of labour is, of course, less 
common when the patient is delivered in the left lateral position (possibly 
since the foetal heart is difficult to hear) and also in centres where prophylactic 
routine low forceps is common, as the late pressure from the pelvic floor 
and soft tissues is not allowed to have effect. 

Meconium staining.—This is a most fascinating and the least understood 
sign of foetal distress. In any study, of course, cases must be excluded in 
which the meconium staining follows the too energetic use of pitocin, castor 
oil or quinine. The incidence of meconium staining rises steadily as preg- 
nancy becomes prolonged after about the 38th week. 


Evidence from a small series of cases of surgical induction of labour in primi- 
gravide shows that meconium staining of the liquor before the onset of labour was 
seen in 4 per cent. of cases induced in the two weeks before term and in 10 per cent. 
of cases after the end of the 40th week. Where the liquor was clear before labour, 
4.5 per cent. showed meconium staining in labour in the two weeks before term and 
9 per cent. in labour after term. 

Whatever the cause of meconium staining, after term it is twice as likely 
before labour and twice as likely during labour. 

For the last hundred years (Schwartz, 1858) meconium has been looked 
upon by some as a sign of interference with the oxygen supply to the baby. 
In my own personal series of cases selected to study the oxygen levels 
when the passage of meconium by the baby was of recent origin or actively 
present at the time, this inference was confirmed. Other workers, namely 
McKinney et al. (1955), Rooth and Sjostedt (1957), and Minkowski (1957), 
do not confirm these oxygen findings. Clearly there is a different selection 
of cases in the various series and this is one of the major disagreements in 
the oxygen findings of various workers which merits further investigation 
and ultimate solution. 
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PERINATAL MORTALITY 

The literature on the perinatal risk is enormous, ranging at least over the 
last 70 years: from Hirst (1892) to Macafee and Bancroft-Livingston (1958). 
In 1954, reporting on cases delivered in Aberdeen Maternity Hospital over 
the four years from 1948-52 inclusive, I found a statistically significant 
rise in the perinatal mortality from 1.2 per cent. for deliveries in the 4oth 
and 41st weeks of pregnancy to 2.8 per cent. for deliveries during or after 
the 43rd week, i.e. after the 294th day. This rise was due mainly, but not 
entirely, to a rise in stillbirths, mainly, but not entirely, in babies born of 
primigravide. There are several significant features about this increased risk. 
The first of these is the magnitude, or absence of magnitude. ‘The increased 
rate in my cases was statistically significant, and is similar to the risks 
quoted in the more recent literature. It is, however, much less than the 
risk quoted originally in a selected group of cases by Clifford et al. (1951). 
The risk observed is such that only two extra babies will die in every hundred 
pregnancies which actually reach the 295th day (which is 7 per cent. of all 
pregnancies). If we include babies delivered after the 287th day, only five 
babies in every thousand total primigravid births were likely to die of risks 
peculiar to prolonged pregnancy: i.e. 12 per cent. of our total primigravid 
perinatal loss. The small magnitude of the risk was clearly pointed out by 
Gibberd (1952) but, of course, the risk is greater in selected groups. 

Nearly half of the risk was associated with prolonged or difficult labour. 
The modern attitude to prolonged or difficult labour with a great rise in the 
Cesarean section rate, particularly in older primigravide, and especially in 
the presence of foetal distress, has automatically saved many of the babies 
who previously died in the prolonged pregnancy groups. Labours compli- 
cated by uterine dysfunction and mechanical difficulty are now terminated 
sooner, and often before foetal distress is manifest. Such clinical develop- 
ments automatically save more than half the babies previously lost as part of 
the prolonged pregnancy syndrome. 

A certain number of cases of gross foetal deformity appear in some pro- 
longed pregnancy series. This was not my experience as it was our general 
policy to induce known cases of deformity early. There still remained, 
however, problems of deaths primarily from anoxia. In my experience, a 
fairly large proportion of the babies who died from asphyxia or anoxia 
died in association with prolonged labour, and those, as already pointed out, 
would not die now because of the modern attitude to prolonged labour. 

What, however, of the death from unexplained anoxia—with the patho- 
logical findings of anoxia demonstrated at necropsy, but with no clinical 
feature of the pregnancy or labour sufficient to explain the death? The 
foetal loss in this group is very small indeed. It is this group that is the 
subject of most clinical controversy. In McKiddie’s (1949) series and in my 
(1954) series they were an important problem, accounting for 10 of the 25 
perinatal deaths which occurred after the end of the 41st week in primi- 
gravid. Such babies are usually well grown both in length and weight. 
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To me such deaths clinically are an entirely different syndrome from 
unexplained intra-uterine death usually of an undernourished baby earlier 
in pregnancy. It must be clear, however, that even when such anoxic deaths 
account for 10 out of 25 total deaths this means that they occur in less 
than two of each 100 babies who are born after the end of the 41st week. 

Improvement in perinatal mortality depends in the first place upon the 
attitude that all possible babies should be saved and then on much finesse 
in care. Most babies who die after term are well grown and rarely die 
neonatally. In other words the intra-uterine or intra-partum environment 
is faulty. Prevention of such deaths depends upon: (a) recognition of the 
‘risk’ baby in advance, (b) action to ensure live birth if distress appears, 
(c) adequate resuscitation measures. With this background story to the 
problem how then can this individual clinical syndrome be recognized and 
handled? 

THERAPY 

Care of the prolonged pregnancy baby and mother begins with the first 
antenatal visit. A safe outcome depends upon the highest standards of care. 


AT THE FIRST VISIT 

(a) The history.—A parous patient with a history of stillbirth, early 
neonatal death or ‘damaged’ baby in a previous pregnancy, no matter the 
reason for the death, should always be regarded as a special hazard and 
never allowed, without serious and careful assessment, to ‘go past her dates’. 
A parous patient with a history of normal pregnancy and labour with the 
birth of a normal baby in good condition is no problem no matter how long 
pregnancy lasts unless other complications arise, or she has had a single 
child ten or more years before. In the latter case she runs most of the risks 
of the primigravida. 

(b) The stage of the gestation.—lIt is notoriously difficult to be certain of 
the gestational age of any pregnancy when the decision has to be made 
after about 24 weeks, in labour, after delivery, or in any way in retrospect. 
In any hospital population even with excellent systems of assessment 18 to 
20 per cent. of cases have ‘doubtful dates’ at delivery. A good menstrual 
history along with clinical assessment of uterine size before the 16th week 
is the only method of establishing the clinical duration of a given pregnancy 
and it is at the first visit that such a decision should be made. 

(c) The height of the patient.—Height under 5 feet 4 inches (160 cm.) is 
associated not infrequently with pelvic contraction, and height over 5 feet 
4 inches very rarely. The baby of the tall woman is at little risk; the baby of 
the small woman might be at serious risk from disproportion after term. 

(d) The age of the patient.—This is important mainly in primigravide. 
If the mother is under 30 the risk to the foetus in prolonged pregnancy is 
negligible in the absence of complications. 


AT LATER VISITS 
(1) Blood pressure._-Maternal hypertension syndromes are a special risk 
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to a baby. Even if pre-eclampsia develops for the first time after term, there 
seems to be an added risk. I would suggest that any diastolic reading over 
85 mm. Hg be considered abnormal. 

(2) Patient’s weight.—Pregnancy is an anabolic process. Apart from 
sickness or dieting there ought to be a steadily rising weight from about 
the 12th to the 38th week. Usually the weight increases slightly from then 
till labour, but it may level off or fall by a pound or two (0.5 to 1 kg.) in 
the week preceding labour. A steadily falling maternal weight over two or 
three weeks or more is a danger signal at any stage of pregnancy and is 
typical of the danger cases after term. 

(3) Disproportion.—The best guide is the patient’s height because it is the 
minor degrees of disproportion which are most serious: the obvious ones 
are easy to recognize and deal with. 

(4) Malpresentation.—Obviously the breech baby in the 43rd week is at 
much more risk than the normally presenting baby. 

After 40 weeks.—Special attention should be paid to:—(a) Blood pressure. 
(b) Falling maternal weight. (c) Disappearance of liquor amnii. (d) Presenta- 
tion. (e) Disproportion. If the baby’s head is deep in the pelvic brim 
disproportion is ruled out but failure to descend by no means implies dis- 
proportion or even malposition, especially in tall women. (f) The state of the 
cervix. I do not subscribe to the idea that a ‘ripe’ cervix means maturity 
or even that labour is imminent, nor alternatively that an ‘unripe’ cervix 
means that labour is distant or that the patient is not yet at term. (In my own 
series unripeness of cervix was much more common in prolonged pregnancy 
cases than in those induced at 39th/40th weeks.) A ‘ripe’ cervix, however, 
usually presages easy labour, especially if associated with a soft distended 
lower uterine segment. 

SPECIALIST ADVICE 

Prolonged pregnancy is a clinical hazard only to the babies of those patients 
for whom specialist advice would normally be sought or hospital confine- 
ment arranged: i.e. (1) primigravide over 30, (2) multigravide with an 
abnormal history, (3) short women with a likelihood of disproportion, 
(4) patients with hypertensive syndromes in pregnancy, (5) patients with a 
malpresentation of the foetus. Good standards of antenatal care and the 
general desire of all practising obstetricians for the best possible results in 
each case would automatically ensure these women special care and con- 
sultation. Special consultation would not be out of place in the patient with 
a steadily falling weight or obvious disappearance of the liquor at any stage 
of pregnancy but, in this context, after the end of the 41st week. 


INDUCTION OF LABOUR 
There is no medical indication for induction of labour, by any method, 
on the indication of dates alone. Despite much allegation to the contrary, 
neither I nor my colleagues in Aberdeen have advocated or practised this. 
There are circumstances, however, in which I would advise induction of 
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labour after careful consideration and specialist advice on the individual 
case. I must stress the ‘careful consideration’ because induction of labour 
should be physiologically unnecessary and therefore can only be used as a 
therapeutic measure to prevent a maternal or feetal risk, and provided that 
the risk to be prevented is greater than the risk of induction. I do not 
agree with many of the hazards that have been attributed to induction but 
there are two which in my experience are real after surgical induction: (1) 
Even in the most antiseptic circumstances and even if the onset of labour 
is rapid, infection characterized by maternal pyrexia and a rising foetal heart 
rate does occur and is becoming more common. (2) There is a high Cesarean 
section rate after induction when the cervix is unripe and the mother is 
short—in other words, if there is possible disproportion. 

Induction in the special case.—Most writers on prolonged pregnancy fail 
to stress the point that many pregnancies which proceed after 40 weeks 
have some associated clinical abnormality of the types previously discussed 
(e.g. hypertension, bad obstetric history) and that induction of labour may 
here be an indicated therapeutic measure, just as it is before term. There 
is one other example of a clinical problem which varies greatly in incidence 
in different centres. In Scotland nearly 25 per cent. of primigravide show 
hypertensive syndromes in pregnancy. Whether or not a given case should 
be induced surgically is a question for individual assessment. It is important 
to realize, however, that the longer ‘pre-eclampsia’ persists in a pregnancy, 
the poorer the fcetal risk. It is worth remembering that in the hypertensive 
patient bed rest can improve the blood supply to the uterus and so allow 
the practitioner to await the spontaneous onset of labour. 

Special cases.—In some centres with a high incidence of pelvic contraction, 
of hypertensive syndromes, bleeding in pregnancy, and the like, nearly 40 
per cent. of patients in whom pregnancy proceeds after the 287th day will 
be special-risk cases. In other centres less than 2 per cent. might be at risk. 

What of primigravide over 30 years of age? It is very difficult to gen- 
eralize but there is no doubt at all that they are a special case. In a recent 
review by Macafee and Bancroft-Livingston (1958) the high death-rate 
in the babies delivered after the 287th day seemed to be due mainly to this 
group. After the 287th day, pregnancy in a primigravida of this age is a 
real clinical problem. Many such patients will have associated abnormality, 
e.g. hypertension, infertility. Turnbull and Baird (1957) have shown that 
it is possible to achieve a very low foetal loss by treating such patients as 
a special case. There is much to be said for routine induction of labour 
at about the 2goth day in this group. Eastman, however, advises routine 
Cesarean section if the cervix is unripe, as labour may often be delayed 
or difficult. 





CARE IN LABOUR 
It is clear that disproportion is a real risk and the possibility should be in- 
vestigated after a first stage of twelve hours. However, this is not a special 
problem of prolonged pregnancy except that it occurs more often. 
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There is a greater likelihood of foetal distress and especially meconium 
staining. We all know the difficulty of assessing the importance of meconium 
but this sign has had inadequate attention in recent years. I feel strongly 
that in the prolonged labour meconium should be looked for by active 
‘tap’ of the hindwaters so that an assessment of the response of the feetus 
to labour can be obtained. In easy and short labour, ‘meconium’ is an 
indication for oxygen to the mother and forceps delivery unless the second 
stage is short. When meconium appears during a long labour, when a further 
long period of labour is likely, there is too much of a hazard to the baby 
and Cesarean section is strongly indicated. If, in a primigravida over 
jo years of age, heavy fresh meconium staining of the liquor is found 
before the onset of labour, I rarely hesitate to advise immediate Czsarean 
section. In the patient under this age the baby rarely dies if labour is 





allowed to proceed. Not infrequently, however, Caesarean section is neces= 


sary during labour. Many of the babies born after vaginal delivery in such 
instances are in very poor shape. At this stage of our knowledge I would 
much rather advise a few Cesarean sections which might be considered un- 
necessary (by some) than produce a high percentage of grossly anoxic babies. 

A live baby is not necessarily obstetric success. Many of the babies in the 











prolonged pregnancy group are oxygen deficient before labour, and many 
more during labour. Many are difficult resuscitation problems. How many 
are permanently damaged, to a greater or lesser degree, only time and much 


further study will tell. 
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OBSTETRICAL EMERGENCIES 
IN DOMICILIARY PRACTICE 


By A. H. C. WALKER, M.B., F.R.C.O.G. 
Reader in Obstetrics and Gynaecology, University of Manchester 


It is the intention of this article to deal with the management of the 
obstetrical emergencies more commonly encountered in domiciliary practice. 
Some of those mentioned are extremely rare, but they are included for those 
many practitioners who are still working remote from hospital facilities. 


PREVENTION 

Prevention can play a large part in reducing the incidence of such emer- 
gencies, and better antenatal care is bringing this about. Most patients who 
have a bad medical history or who have had previous obstetrical difficulties, 
such as ante-partum hemorrhage, eclampsia, Czsarean section, retained 
placenta and post-partum hzmorrhage, will accept advice to book a bed 
for hospital confinement. The exception is often the grand-multipara, who 
may or may not have had previous complications, and she may refuse 
outright to avail herself of a hospital booking. It is often to this very patient 
that the practitioner may be called at a later date in dire emergency. 


CLASSIFICATION 
The: obstetrical emergencies in general practice can conveniently be con- 
sidered under four main headings :— 
(1) Hemorrhage during pregnancy 
(a) Abortion 
(b) Ectopic pregnancy 
(c) Ante-partum hemorrhage 
(2) The accidents of labour 
(a) Presentation and prolapse of the cord 
(b) Prolapse of a limb 
(c) Rupture of the uterus 
(d) The second twin 
(3) Post-partum hemorrhage and collapse 
(4) Eclampsia 


ABORTION 


Inevitable and incomplete abortions are more prone to cause excessive 
vaginal bleeding, with resultant shock. This may be more apparent than real, 
since the patient is often a primigravida and she is frightened by what 
has occurred. Instructions should be given that the patient should rest in 
bed and be kept warm and when seen should be promptly given 0.5 mg. of 
ergometrine intramuscularly or intravenously. This will arrest the bleeding 
June 1958. Vol. 180 (666) 
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and may assist in completing the abortion. Morphine, } grain (16 mg.), 
should also be given by intramuscular injection. The patient should be 
questioned about the passage of clots, and any products saved should be 
inspected. Unfortunately this information may be unobtainable or may be 
inconclusive. In this event, a vaginal examination must be made, because 
the products of conception may be protruding through the cervix, con- 
firming that the abortion is inevitable, or they may be arrested at the os 
or in the upper end of the vagina. In the latter instance, the products of 
conception are often easily removed digitally, and the abortion thus com- 
pleted. If they are tightly held in the os, no force should be used, and the 
evacuation should be postponed. 

If a hospital is nearby, the patient should be transferred by ambulance 
or, if shocked, by the flying squad if it is available. If hospital facilities are 
far distant, an inevitable abortion in the majority of instances can be safely 
managed at home. Further doses of ergometrine, either intramuscularly or 
orally (1 mg.), will usually complete the abortion. Thereafter any anzmia 
or evidence of infection should be appropriately and promptly treated. In 
similar circumstances, when the products of conception are arrested at the 
os and cannot be freed digitally, the abortion can be completed by using 
an ovum forceps under aseptic and antiseptic precautions. Again anemia 
and infection should be treated when necessary. Other cases of incomplete 
abortion, where a small fragment of the products of conception has been 
retained, do not come under consideration here. 

On rare occasions the bleeding in cases of inevitable abortion may be 
extremely free. Vesicles may be passed, which indicate a case of hydatidi- 
form mole; or the abortion may start towards the end of the middle tri- 
mester, and the free bleeding might suggest a placenta previa. In both 
instances the patient is likely to be shocked, and urgent treatment is indi- 
cated. On occasion, the history of bleeding is associated with pain, either 
mild and of some days’ duration, or severe. In these circumstances an 
ectopic pregnancy must be considered. 


ECTOPIC PREGNANCY 

An ectopic pregnancy, which is dealt with in another article in this sym- 
posium, must be suspected when the history given is one of atypical vaginal 
bleeding or ‘spotting’ in early pregnancy usually associated, after some days, 
with mild pain in the iliac fossa. This pain may become acute before 
bleeding starts again. There is then no doubt about the diagnosis, and 
urgent transfer to hospital is indicated. If a long journey is involved treatment 
for shock may be necessary. More often, the less urgent case is seen, and 
it may be difficult to differentiate between an ectopic pregnancy and a 
threatened abortion. If there is any doubt, it is wiser to seek hospital 
admission, without a preliminary vaginal examination which may rupture 
an ectopic pregnancy with resultant internal hemorrhage, thus jeopardizing 
the patient’s life, particularly if hospital facilities are far distant. 
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ANTE-PARTUM H4#MORRHAGE 
Until proved otherwise, all cases of ante-partum hemorrhage should be 
considered as being due to placenta previa, and should therefore be sent 
to hospital. If the bleeding is only slight, transport can be arranged by 
ambulance. But when the hemorrhage is severe enough to cause shock, the 
flying squad service should be called, so that blood transfusion can be 
instituted before the journey. 

Whatever the cause, and the amount, of the bleeding, the patient should 
be put to bed while awaiting transfer; she should be given an intramuscular 
injection of morphine, } grain (16 mg.), and an abdominal binder should 
be applied. A vaginal examination must not be made, since it is certain to 
cause further and possibly dangerous bleeding. 

There must, of course, be exceptions to the treatment already outlined, 
for reasons such as remoteness from a hospital. Practitioners in such areas 
are alive to, and are equipped for, such emergencies. In these circumstances, 
after initial treatment for shock, it would be reasonably safe to treat revealed 
or mixed accidental hemorrhage, and lateral (type I) and occasionally 
marginal (type II) placenta previa, by artificial rupture of the membranes. 
An abdominal binder should then be reapplied. The dangerous cases are 
those of concealed accidental hemorrhage, with the additional risk of 
afibrinogenemia, and central placenta previa. No effort should be spared 
to obtain help, but in the meantime shock should be treated. Triple-strength 
plasma (3 bottles of dried plasma reconstituted with 400 ml. of distilled 
water) might be life-saving for the concealed accidental hemorrhage, and 
plugging of the vagina may be necessary for central placenta previa. 


PRESENTATION AND PROLAPSE OF THE CORD 
Presentation of the cord may be detected on rare occasions. If a vaginal 
examination is being made in order to assess the progress of labour, and 
the pulsations of the cord can be felt through the intact membranes, the 
examining fingers should be withdrawn immediately. The foot of the bed 
should be raised and the patient placed in the exaggerated lateral position 
in order to diminish the effects of pressure on the cord. The adoption of 
the knee-chest position for any length of time is uncomfortable. If the cervix 
is fully or nearly fully dilated, the patient should be instructed to avoid 
bearing-down. As the cord will almost certainly prolapse when the mem- 
branes rupture, the patient, particularly if she is a primigravida, should be 
transferred to hospital as urgently as possible. In a multiparous patient who 
is well advanced in labour, however, it may be possible to anticipate a quick 
and easy delivery, provided there is no disproportion or malpresentation. 

Prolapse of the cord is a more common occurrence, and its management 
depends upon whether the feetus is already dead or is still alive, and also 
depends upon the stage ot dilatation of the cervix. The parity of the patient 
and etiological factors must likewise be considered. If the foetus is already 
dead, and there are no other complications, spontaneous vaginal delivery 
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can be expected in due course. If the foetus is still alive, a vaginal examination 
must be made in order to assess the dilatation of the cervix, the descent of 
the presenting part, and to exclude any complications. If the patient is 
parous, and the cervix fully dilated, she may be instructed to bear down, 
and with a few contractions a spontaneous vaginal delivery may be com- 
pleted. If there is any delay, or the patient is a primigravida, delivery should 
be effected at once by forceps or traction on the breech. In all other cases, 
immediate transfer to hospital gives the best results; attention being paid 
to posture during transit. 


PROLAPSE OF A LIMB 

Prolapse of a limb, usually an arm, should next be considered, since the 
etiological factors are very similar. Furthermore, prolapse of the cord may 
also occur. In the majority of instances, this complication is found in shoulder 
presentations, and usually occurs early in labour. Prompt treatment is 
essential, as the prognosis for mother and child is grave. If the baby is 
already dead, it is still a matter of urgency, because of the danger of uterine 
rupture, which is more likely to occur in parous patients. As soon as possible 
the patient should be transferred to hospital, where Casarean section is 
often the management of choice. Before transit, a vulval pad should be 
applied, and if possible the protruding limb should be covered with sterile 
gauze or towel. If the hospital is far distant, it is wise to give the patient 
an intramuscular injection of morphine, } grain (16 mg.), before the journey. 
Morphine should otherwise be avoided, in case the baby can be delivered 
by Cesarean section within four hours. 

It is possible that this complication may occur while the doctor is making 
a vaginal examination, when the membranes may be inadvertently ruptured. 
In this case, an immediate external podalic version can usually be success- 
fully accomplished. 

RUPTURE OF THE UTERUS 

Rupture of the uterus in labour has already been mentioned in association 
with malpresentation. This complication can also occur during pregnancy 
and early labour in a patient with a scarred uterus, usually as the result of 
previous Cesarean section. It is important to remember, however, that in 
multi-multipara no such history may be obtainable, yet spontaneous rupture 
may occur. Prophylactic treatment cannot be overstressed; but if rupture 
does occur preparations should be made for the immediate removal of the 
patient to hospital, either by ambulance or through the flying squad service. 
Morphine, } grain (16 mg.), should be given intramuscularly or intra- 
venously to combat shock. Bleeding is not usually severe, due to retraction 
of the empty uterus, or because the foetus plugs the rent. If the diagnosis 
is made after the foetus has been delivered, bleeding can be further controlled 
by placing a pad above the uterus and applying an abdominal binder. 


THE SECOND TWIN 
In primitive countries one of the commonest obstetrical emergencies is 
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delay with the second twin. Usually the delay is due to a shoulder presenta- 
tion, and after a day or two the patient may be brought to hospital from 
the bush. Such a problem is unlikely to arise in a country with an efficient 
maternity service, but it serves as a reminder to check, and to correct if 
necessary, the lie of the second feetus; for it is easier to prevent than to 
deliver a transverse lie. 

Occasionally, a plural pregnancy has not been previously diagnosed. If 
a second fetus is suspected because the uterus is unduly large after one 
baby has been delivered, care must be taken not to give ergometrine. This 
may be done because the uterus is thought to be atonic and to be filling up 
with blood: an understandable mistake in an obese patient. 

The foetal heart of the second twin should be checked frequently. Any 
evidence of foetal distress indicates placental separation or cord compression. 
The membranes of the second sac should be ruptured immediately and, if 
there is any delay in effecting delivery and it is thought that the condition 
of the foetus warrants it, a forceps or breech extraction must be considered. 


POST-PARTUM H4MORRHAGE 

The flying squad service is more often in demand for third-stage hemorrhage 
(before the birth of the placenta) and atonic hemorrhage (after the birth of 
the placenta), than for any other emergency. If the practitioner is confronted 
with third-stage hemorrhage, the first step should be to stop the bleeding by 
stimulating contraction by massage and by administering ergometrine, 0.5 
mg. intravenously. With the bleeding controlled, he now has time to send 
for the flying squad and to treat the patient for shock along the usual lines 
and by giving an intramuscular or intravenous injection of morphine, 
} grain (16 mg.). When the squad arrives, further restorative measures in 
the form of intravenous fluids, dextran or blood, will be considered before 
the uterus 1s emptied. Provided the patient is in reasonable condition, Credé’s 
expression of the placenta might be attempted once under anzsthesia before 
resorting to manual removal, but if the patient remains shocked, any 
attempt at expression of the placenta is dangerous. It may be that the 
placenta can be delivered by gentle fundal pressure soon after the intra- 
venous ergometrine; or it may separate before the arrival of the flying squad, 
but restorative measures may still be required. 

When confronted with atonic hemorrhage, the principles of treatment 
are very similar: to stop the bleeding, to treat the patient, and to empty 
the uterus of any blood clot. 

In most instances the treatment already outlined is successful, but on 
occasions the bleeding cannot be arrested, and it may be noted that the 
blood fails to clot. This is due to afibrinogenemia, and heroic measures 
may be required until the arrival of the flying squad. These will include 
manual removal of the placenta without anzsthesia or with analgesia, 
followed by bimanual compression of the uterus. In the case of atonic 
hemorrhage, bimanual compression only will be necessary, and this can 
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be performed either externally or internally. Oxytocin should rarely be 
used, and then only in small doses of 2 units intravenously, for fear of 
producing pituitary shock. 

Post-partum bleeding may be traumatic in origin, when it may be 
necessary to control it with pressure until such time as the laceration can 
be sutured. On other occasions the flying squad may be called for a retained 
placenta without haemorrhage. The patient’s condition will deteriorate 
after about an hour, and manual removal should be performed as soon as 
possible thereafter. 

Those working in surroundings far from hospital or flying squad services 
are familiar with these problems. Indeed, their armamentarium will be 
augmented with plasma substitutes, dried plasma for reconstitution 
(especially tor cases of afibrinogenemia), pressor substances such as nor- 
adrenaline and methylamphetamine hydrochloride, and oxygen. Likewise 
they will be aware of the need for careful cross-matching of blood. 

Secondary post-partum or puerperal hemorrhage, usually due to retained 
placental tissue, should be treated promptly. The bleeding should be con- 
trolled by giving ergometrine, 0.25 to 0.5 mg. intravenously, and massaging 
the fundus if it is still palpable per abdomen. Thereafter, shock must be 
treated, and arrangements made for evacuation of the uterus, preferably in 
hospital. 

POST-PARTUM COLLAPSE 
In addition to post-partum hemorrhage there are many other obstetrical 
and non-obstetrical causes for post-partum collapse. Most of these are rare, 
and they will not be detailed here, except the following example. 

Acute inversion of the uterus.—The inversion may be complete, and the 
diagnosis is obvious if the uterine fundus is seen protruding from the vulva. 
If the inversion is only partial, however, the diagnosis may be difficult, but 
the true condition should be suspected in the absence of any apparent cause 
for the state of marked shock. 

The management of such a case is to treat the shock, to reduce the 
inversion, and then to treat the shock again. Hemorrhage is not as a rule a 
marked feature, but the assistance of the flying squad is to be recommended. 
It might well be that with such assistance the patient could be treated in 
her own home, for there is usually marked improvement in her general 
condition once the uterus has been replaced. 

For those in practice too far distant from speedy assistance, the inversion 
can easily be reduced by O’Sullivan’s method: by giving a hot douche 
under pressure, while the vaginal orifice is occluded with the forearm. On 
occasion the placenta will still be attached to the inverted uterus. It is better 
to peel it off gently, before reducing the inversion. At least the removal of 
the placenta can be seen to be complete, at a slightly greater risk of infection 
of the placental site. 

ECLAMPSIA 
In all instances it is in the best interests of the mother if early admission to 
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hospital can be arranged. There she will receive effective sedation, expert 
nursing, and a close watch will be maintained for complications. Transfer 
to hospital may be arranged through the flying squad service if it is available; 
otherwise the practitioner should accompany his patient during the 
ambulance journey. 
Before the arrival of the flying squad, the patient should be given mor- 
phine, } to } grain (16 to 20 mg.) intravenously, dentures should be removed, PR 
and a clear airway should be maintained. She should be placed in the ae 
semi-prone position, in order to permit drainage of secretion and vomitus, . 
thus diminishing the risk of their inhalation. When the flying squad arrives, . 
the patient will be given a further and more powerful narcotic, preferably 
bromethol rather than sodium thiopentone. Some twenty to thirty minutes A 
later, with the patient deeply narcotized, it will be safe to start the journey is 
to hospital. If the practitioner has to travel in the ambulance with his patient, = 
the same preliminary procedure is necessary: morphine, airway, and - 
posture. In case the patient has further fits during the journey, it is necessary in 
to carry a gag, tongue forceps, an airway (if not already in situ), a mask and pr 
a bottle of chloroform. ae 
It is scarcely worth while for practitioners who can call upon hospital as 
services to have bromethol in stock, but it could be useful for those working 
farther afield, since it can be given quite safely and will remain effective ‘. 
throughout a long journey. For rectal administration bromethol must be | 4 
freshly prepared and tested with Congo red, 5.5 ml. (the correct dose for 
a patient weighing 10 stone [63.5 kg.] and suitable for an average patient) be 
being dissolved in 220 ml. of tap water at body temperature. by 
The practitioner may be confronted with an eclamptic convulsion during ie 
the second stage of labour. He may have the facilities for an immediate It 
forceps delivery, and thereafter may feel he can provide the necessary care. le 
Similarly, if his patient has a convulsion post-partum. In these circum- 
stances, the patient should be given an intravenous injection of morphine, th 
} to 4 grain (16 to 20 mg.). Thereafter, attention to the airway and posture “i 
is important. It is then necessary to continue sedation for twenty-four t] 
hours, alternating morphine with paraldehyde (10 ml. intramuscularly, or 
24 to 32 ml. rectally), or chloral hydrate (30 grains [2 g.] orally or 60 grains “ 
[4 g.] rectally), and to watch for complications, such as pneumonia, anuria 
and cardiac embarrassment. al 
CONCLUSION . 
It might appear from the foregoing remarks that most emergencies should ti 
be transferred to hospital. Certainly, every expectant mother should be P 
within reach of a flying squad, some of which also include a trained anzs- fe 
thetist with their personnel. This is a wise precaution since anesthetic risks I 
are far from negligible in a group of patients who may be shocked, and i 
who may inhale the vomitus of a recent meal. \ 
Every case must be judged on its merits. And teamwork between the t 
practitioner, the midwife and the flying squad will give the best results. J 











pert 
sfer 
ble; 

the 


10r- 
red, 

the 
tus, 
ves, 
bly 
ites 
ney 
ont, 
and 
ary 
ind 


ital 
ing 
tive 

be 


for 








INDICATIONS FOR 
TERMINATION OF PREGNANCY 


By ALAN BREWS, M.D., M.S., M.R.C.P, F.R.C.S., F.R.C.0.G. 
Obstetrician and Gynaecological Surgeon, The London Hospital 


PREGNANCY may be terminated artificially at any stage of its evolution but 
only the conditions which may justify the carrying out of so-called thera- 
peutic abortion—that is, the termination of a previable pregnancy—will 
be considered here. 
THE LEGAL POSITION 

A clear understanding of the law as it relates to the procuring of abortion 
is essential if such an operation is contemplated. In 1803, Lord Ellen- 
borough’s Act, for the first time, placed the offence of criminal abortion on a 
statutory basis. In 1828, Lord Lansdowne’s Act prescribed capital punish- 
ment for this offence if the woman had ‘quickened with child’; if not, im- 
prisonment or transportation or whipping. In 1837, an Act was passed 
which abolished both capital punishment and any distinction between preg- 
nancies which had quickened and those which had not reached this stage. 

The law relating to the procuring of abortion in force at the present time 
is short and simple and is contained in the Offences Against the Person 
Act of 1861, which enacts that: 

‘Whosoever, with intent to procure the miscarriage of any woman, whether she 
be or. be not with child, shall unlawfully administer to her or cause to be taken 
by her any poison or other noxious thing, or shall unlawfully use any instrument 
or other means whatsoever with the like intent, shall be guilty of felony and, being 
convicted thereof, shall be liable . . . to be kept in penal servitude for life. . . .’ 
It is of interest to note that the word ‘abortion’ appears nowhere in the 
law of England. 

Mr. Justice Macnaghten, summing up in Rex v. Bourne (1938), held that 
the use of the word ‘unlawfully’ in the statute implied that there might be 
such a thing as the lawful procurement of abortion and it is upon this tenet 
that the legal justification for procuring therapeutic abortion is based. 

Also relevant, but referring to pregnancies which have reached the stage 
of viability (28 weeks or more), is the Infant Life (Preservation) Act of 1929: 

‘Any person who, with intent to destroy the life of a child capable of being born 

alive, by any wilful act causes a child to die before it has an existence independent 
of its mother shall be guilty of felony, to wit, of child destruction, and shall be 
liable, on conviction thereof on indictment, to penal servitude for life . . . provided 
that no person shall be found guilty of an offence under this section unless it is 
proved that the act which caused the death of the child was not done in good faith 
for the purpose only of preserving the life of the mother’. 
For the purpose only of preserving the life of the mother is easier to establish 
if the operation of therapeutic abortion, when indicated, is performed 
openly or in a hospital or nursing home without fee or at least for a fee 
that could not be interpreted as high. 
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In 1939, an interdepartmental committee of the Ministry of Health and 
the Home Office compiled a report on abortion. Therapeutic abortion is 
defined as an abortion induced in good faith by a duly qualified medical 
practitioner when he is satisfied that continuance of his patient’s pregnancy 
will endanger her life or result in serious impairment of her health. This 
definition is probably based on the direction to the jury given by Mr. Justice 
Macnaghten, in the case of Rex v. Bourne, from which the following further 
quotations are derived: 

“There are cases, we are told, and indeed I expect you know of cases from your 
own experience, where it is reasonably certain that a woman will not be able to 
deliver the child with which she is pregnant. In such a case where the doctor expects, 
basing his opinion upon the experience and knowledge of the profession, that the 
child cannot be delivered without the death of the mother—in these circumstances 
the doctor is entitled, and indeed, it is his duty, to perform this operation with a 
view to saving the life of the mother and, in such a case, it is obvious that the 
sooner the operation is performed the better. The law is not that the doctor has 
got to wait until the unfortunate woman is in peril of immediate death and then, 
at the last moment, to snatch her from the jaws of death. He is not only entitled 
but it is his duty to perform the operation with a view to saving her life .. . 
apparently there is a great divergence of view, even in the medical profession itself. 
Some there may be, for all I know, who hold the view that the fact that the woman 
desires the operation to be performed is a sufficient justification for it. That is not 
the law. The desire of a woman to be relieved of her pregnancy is no justification 
for performing the operation . . . it does not permit the termination of pregnancy 
except for the purpose of preserving the life of the mother. As I have said, I think 
that these words ought to be construed in a reasonable sense and if the doctor is 
of opinion, on reasonable grounds and with adequate knowledge, that the probable 
consequences of the continuance of the pregnancy will be to make the woman a 
physical or mental wreck, the jury are quite entitled to take the view that the 
doctor who, in these circumstances and in that honest belief, operates, is operating 
for the purpose of preserving the life of the woman—the question is . . . that he 
did it in good faith for the purpose of preserving the life of the woman. You have 
heard a great deal of discussion as to the difference between danger to life and 
danger to health . . . I confess I have felt great difficulty in understanding what 
the discussion really meant. Life depends upon health and it may be that health 
is so gravely impaired that death results’. 

To sum up, so long as those whose business it is to interpret and 
administer the law are convinced that the medical man has acted in the 
interests of his patient with an actual attempt to preserve her life or health, 
no adverse criticism is likely to be offered. 

Against this background it will be apparent that therapeutic abortion is 
only justifiable on medical grounds. Social, economic and_ personal 
grounds are often advanced, sometimes with great vehemence, by the 
patient and her relatives, but interference with the fundamental sanctity of 
life on such grounds has no legal sanction. There are, of course, border-line 
medical indications for procuring abortion where social, economic or 
personal factors may be considered in arriving at a final decision. It is 
impossible to adopt quite the same attitude to an unwanted, as opposed to a 
much wanted, pregnancy, and even more difficult in the former case, in an 
illegitimate, as opposed to a legitimate, pregnancy. Marriage does not affect 

the issue when a sound medical indication exists for procuring abortion. 
Rape and ‘unlawful carnal knowledge’ resulting in pregnancy do not, in 
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themselves, however much sympathy they may arouse, give grounds for thera- 
peutic abortion. The interdepartmental report on abortion is unable to 
support the procuration of abortion on eugenic grounds, holding that it was 
not possible (1939) to forecast with reasonable certainty in any individual 
case that hereditary disease or disability will be transmitted. 


LOCAL INDICATIONS FOR TERMINATING PREGNANCY 

(1) “Threatened abortion’ with long-continued or severe hemorrhage. 

(2) Hydatidiform mole, a rare and extremely dangerous form of abnormal 
pregnancy where a foetus is rarely present and, if it is, is often deformed and, 
in any event, unlikely to attain a viable degree of development. 

(3) Retention of a dead ovum when awaiting spontaneous abortion appears 
to be inadvisable. Reliable diagnosis of such an event is now possible after a 
period of observation and with the help of x-rays and one of the biological 
tests of pregnancy. 

(4) Infection of the uterus, as after attempted criminal abortion. Anti- 
biotic therapy does not take the place of adequate surgical drainage of an 
infected cavity. 

(5) Acute hydramnios. This form of hydramnios usually affects a pre- 
viable pregnancy and is rarely, if ever, controllable by periodic tapping of 
the excess fluid. 

(6) Neoplasms of the genital tract complicating pregnancy, especially if 
there is any question of malignancy. 

(7) Irreducible prolapse of the gravid uterus. 

(8) Virus damage to the fatus. The greatest risk of the fetus having 
suffered damage is when the toxic stage of the infection—and, in particular, 
of rubella (German measles)—is related to the early weeks of pregnancy. As 
in the case of eugenic indications, there is no means at present of deter- 
mining whether the foetus has or has not suffered damage. 

When Cesarean section carried a considerable risk, therapeutic abortion 
in early pregnancy was sometimes demanded and the demand acceded to 
when delivery of a viable pregnancy was only possible by the abdominal 
route and the woman and her relatives were not prepared to take this risk. 
Such an indication can hardly be entertained today. It should, however, be 
recognized that the risk of Casarean section at the present time, though 
small, increases each time the operation is performed. 

Few will question terminating pregnancy in order to minimize risk to 
the mother when no possibility exists of the development of a foetus capable 
of independent life. The late Lord Riddell suggested that the situation 
arising when a medical practitioner feels that there are no grounds on which 
he, himself, would advise or procure abortion might be met in some instances. 
by some such statement as ‘I am of opinion that an abortion is, from a 
medical point of view advisable and, therefore, legally justifiable but my 
conscience will not allow me to procure it. If you insist you must 


go elsewhere’. 
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GENERAL INDICATIONS 
Two states of normal health occur in the adult female, the pregnant state 
and the non-pregnant state. It is generally agreed that, whereas both are 
completely physiological, the former throws more stress on the individual 
psychologically and systemically and that whatever reserves exist are called 
upon to fulfil the increased demands that a developing pregnancy creates, 
In the presence of ill health of any kind there may not be enough reserve to 
meet the increased demand even when ordinary activities are curtailed and 
the best medical treatment is available. In this event failure of the affected 
system may be brought about by pregnancy and result either in death or 
additional impairment of health and, perhaps, of expectation of life. The 
additional stress which pregnancy is likely to create is difficult to assess as it 
varies very much in different individuals in health as well as in association 
with disease. Because of this the interdepartmental committee (1939) 
advocated that a second medical opinion should be obligatory in favour of 
the procedure before therapeutic abortion was permissible and also that the 
operation should be made notifiable in some form. Neither of these sugges- 
tions has been made obligatory but it is now common practice and an almost 
essential precaution to obtain a second medical opinion in writing confirming 
the advisability of therapeutic abortion before carrying it out. Needless to 
say, an opinion of a senior practitioner with special knowledge of the dis- 
order forming the grounds for advocating interruption of the pregnancy is 
to be preferred. 

A Ministry of Health Report on Confidential Enquiries into Maternal 
Deaths in England and Wales, 1952-54, gives the latest detailed survey on 
‘Maternal deaths not classified to pregnancy and childbirth but associated 
therewith’. During this recent period of three years there were 316 deaths 
classified under this heading compared with 1,094 deaths classified as due 
to pregnancy and childbirth. This means that these deaths constituted 
nearly one-fourth of the total maternal mortality. 

Among these 316 deaths of women suffering from some disorder 
complicating pregnancy, 163 suffered from diseases of the circulatory 
system including organic heart disease, hypertensive and other circu- 
latory diseases: that is, rather more than half of the total number of 
cases. It may well be maintained that had the stress of pregnancy been 
eliminated at an early stage following conception a number of these deaths 
might have been deferred for a worth-while period of time. On the other 
hand, two deaths among 153 deaths from abortion in this survey followed 
termination of pregnancy for therapeutic purposes. In addition, most 
clinicians with experience in this field are familiar with instances where 
patients have refused termination of pregnancy on the strongest of medical 
indications and the pregnancy, to the surprise of all concerned, has carried 
through with extremely little ill-effect. Such instances are, of course, the 
exception rather than the rule. Equally, instances can be cited of catastrophe 
resulting when pregnancy has been allowed to continue, although the signs 
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apparently indicated a favourable outcome. Patients who, in general, 
constitute bad pregnancy risks are those with a clear history of one or more 
attacks of heart failure apart from pregnancy or in association with previous 
pregnancies; those with atrial fibrillation not responsive to treatment; those 
with considerable enlargement of the heart; those with severe pulmonary or 
systemic hypertension. In suitable cases cardiac surgery must now be 
considered as an alternative to therapeutic abortion. | have had recent 
experience of a patient who, after the treatment of very severe malignant 
hypertension by bilateral dorsi-lumbar sympathectomy, rest and a variety 
of hypotensive drugs, succeeded in carrying a twin pregnancy to a successful 
conclusion. 

The next most common group of associated disorders are those affecting 
the digestive system. Only 30 are recorded in this group: dominant among 
these are appendicitis and intestinal obstruction, but rarely is therapeutic 
abortion likely to avert the misadventures in this group. 

Pulmonary and other forms of tuberculosis at one time constituted a fairly 
common indication for therapeutic abortion. Cohen (1955) has shown that 
when tuberculous pregnant women can be admitted to a special maternity 
unit in a first-class sanatorium, such as has been established at Black Notley 
since 1937, excellent results can be obtained without terminating pregnancy. 
Cohen contends that therapeutic abortion is never justified when the pul- 
monary disease is quiescent or arrested and the patient can be adequately 
supervised and placed under favourable conditions, nor is’ termination 
required in active cases if the lesion is such that the prognosis would be 
good if the patient were not pregnant. In the occasional instance in which he 
considers therapeutic abortion to be justifiable, social considerations such as 
the home conditions, the intelligence and cooperation of the patient and her 
parity receive more than the usual amount of consideration. 

Malignant disease in any part of the body may be an indication for pro- 
curing abortion if it is judged that continuation of the pregnancy would 
interfere with the treatment or control of the tumour. 

Renal disease as it relates to hypertensive nephritis is a strong indication 
for early termination of pregnancy as the pregnancy usually comes to grief 
before viability is reached and there is grave risk of uremia supervening as 
pregnancy advances. Renal disease without hypertension is often com- 
patible with the continuation of a pregnancy to term without untoward 
complications. Bilateral pyelitis, or pyelitis in an only kidney progressing 
towards pyelonephritis in spite of treatment, may make termination advisable. 

Hyperemesis gravidarum and chorea gravidarum are very rare grounds for 
termination and only when these disorders are unresponsive and progressive 
in spite of medical treatment. 

Organic disease of the nervous system may occasionally give rise to adequate 
grounds for termination. This applies, in particular, to certain severe cases 
of disseminated sclerosis and epilepsy when the advent of pregnancy 
appears to have aggravated the disorder. 
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Mental ill health, in exceptional circumstances, may justify termination 
of pregnancy, as when its continuation is almost certain to lead to serious 
attempts at suicide or to further deterioration in mental health. Many 
women may threaten to commit suicide if an illegitimate or unwanted preg- 
nancy is not terminated but few of these will, in fact, actually carry out 
their threats. Extreme care is essential in assessing such cases and a period 
of observation in a mental hospital may be necessary before a sound judg- 
ment can be made. 

Diabetes mellitus, if severe, unstable and difficult to control, may warrant 
early termination but neither the unusually high perinatal mortality nor 
the possibility of transmission of the disease are valid reasons for termination. 
Graves’s disease complicating pregnancy may warrant termination if it is 
inadequately controlled by medical treatment and if, for some reason, 
partial thyroidectomy during pregnancy is considered inadvisable. 

Hemolytic disease of the foetus can, in rare instances, justify termination. 
When the husband is homozygous or there is a history of a series of spon- 
taneous foetal deaths im utero before reasonable viability has been attained 
there is little point in allowing a further pregnancy to continue. 


THE RISK 
A final warning must be given in respect of this procedure of artificial 
termination of pregnancy. It is associated with least risk when performed 
in the early weeks, and not after the tenth week, by dilatation of the cervix 
and genital curettage under first-class surgical conditions and with the help 
of an expert anesthetist. Even so, when in the Union of Socialist Soviet 
Republics between 1920 and 1936, any healthy woman could have an 
abortion procured at will in the early months of pregnancy in special 
hospitals (Abortavia) established for this sole purpose, the procedure was 
associated with a mortality of 1 in 10,000 cases. Of necessity the mortality 
will be higher in less well organized and equipped surroundings, when the 
woman is unhealthy (sometimes extremely ill rather than healthy) and when 
more advanced pregnancy requires larger surgical procedures for its 
interruption. 
CONCLUSION 
In conclusion, it must be conceded that in orthodox gynecological practice 
therapeutic abortion remains a relatively rare operation. Perhaps with the 
passage of years public opinion has come to countenance interruption on 
grounds less formidable than in Victorian times but, on the other hand, 
advances in therapy of many disorders associated with pregnancy have ren- 
dered termination unnecessary. 
References 
Cohen, R. C. (1955): ‘British Obstetric and Gynecological Practice’, edited by 
Sir E. Holland and A. Bourne, London, p. 465. 
Ministry of Health (1957): ‘Report on Confidential Enquiries into Maternal 


Deaths in England and Wales, 1952-54’, H.M. Stationery Office, London. 
and Home Office (1939): ‘Report of the Interdepartmental Committee on 





Abortion’, H.M. Stationery Office, London. 








M: 
ané 
ant 





ition 
ious 
lany 
reg- 

out 
riod 
idg- 


rant 
nor 
ion. 
t is 
on 


on. 


1ed 


ial 
ied 
VIX 
elp 
‘let 


‘ial 
vas 
ity 
he 


en 





PUDENDAL ANALGESIA 
IN OBSTETRICS 


By W. HAWKSWORTH, O.B.E., M.B., F.R.C.S., F.R.C.O.G. 
Consultant Obstetrician and Gynecologist, United Oxford Hospitals 


MATERNAL morbidity and maternal mortality due to complications of 
anzsthesia have been very much in the minds of those who practise obstetrics 
and recently attention has been focused on this subject by the ‘Report on 
Confidential Enquiries into Maternal Deaths in England and Wales 1952- 
1954’. This records that among the 1,410 deaths which occurred in child- 
birth or associated with pregnancy 49 were due to complications of 
anesthesia, the most common being inhalation of stomach contents. This is 
no new problem. 


Eastman (1941) reported 51 deaths, an incidence of 1 in 40,000 anzsthetics. 
Dieckmann (1945) reported 45 cases (2 fatal, 8 seriously ill) of aspiration of vomitus 
in 46,000 deliveries at Chicago Lying-In Hospital. At the Royal Society of Medicine, 
McIntosh Marshall (1946-47) drew attention to the dangers of general anesthesia 
in obstetrics. He reported three deaths and a number of non-fatal cases of aspiration 
pneumonia. Sir William Géilliatt (1949), at the Twelfth British Congress of 
Obstetricians and Gynzcologists in London, reported three cases of inhaled vomitus 
in a series of 55 maternal deaths from 23 hospitals in 34,146 deliveries. He stated that 
these were deaths ‘which should not have occurred’. Parker (1954) reported five 
further fatal cases from the aspiration of vomitus during obstetric anesthesia. 
There are many other reports of such tragedies. 


THE PROBLEM 

The emptying time of the stomach is delayed during labour. It is not 
unusual for a patient to vomit undigested food which has been eaten twenty- 
four or even forty-eight hours previously. A patient’s statement that she 
has not taken anything by mouth for twenty-four hours or more can give a 
false sense of security, for the stomach may still contain large quantities 
of undigested food eaten many hours or days previously. An adequate intake 
of fluids and food has to be maintained in labour and so the stage is set for 
a possible tragedy with every general anesthetic in an obstetric emergency. 
It is during induction that vomiting is especially likely to occur. Quite apart 
from food, gastric acid juice can be regurgitated and spill into the larynx 
causing spasm of the glottis, or be inhaled setting up an aspiration pneu- 
monitis. Attempts at intubation and suction (or bronchoscopy and suction), 
except by an expert anesthetist with good equipment, are likely to do more 
harm than good. 

Even a skilled anesthetist with the best equipment in a modern hospital 
faces an emergency anesthetic in obstetrics with a certain amount of mis- 
giving. How much more so must this be in circumstances far from ideal 
where the necessary light, equipment (including a tilting table) and facilities 
for suction and endotracheal intubation are not available? There is therefore 
June 1958. Vol. 180 (679) 
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in obstetrics an obvious and urgent need for some means of giving relief of 
pain during childbirth without at the same time producing unconsciousness. 
Spinal and epidural anzsthetics are not without risk, and they require 
considerable experience in their administration. ‘Pudendal block’ with a 
local analgesic solution provides safe analgesia under which a large number 
of obstetrical manceuvres can be performed. The procedure was first 
described by Muller in 1908 (Kobak et al., 1956) and has had many advo- 
cates since, notably Greenhill (1933, 1943) and de Lee and Greenhill (1947). 

I would suggest ‘pudendal analgesia’ as a more suitable descriptive term 
than ‘pudendal block’. A ‘block’ infers the injection of an analgesic solution 
into or alongside a main nerve, e.g. brachial plexus block. ‘To obtain adequate 
vulval and perineal analgesia it is not necessary to block a particular nerve 
trunk. Infiltration of an analgesic solution widely enough to involve its 
terminal branches suffices. To dispel any misgivings a practitioner may 
have about his ability to provide adequate analgesia, it is desirable to think 
in terms of widespread infiltration rather than block of a specific nerve. 


THE PROS AND CONS 
Pain relief provided by this method is not only safe for the mother but also 
for the baby, there being no risk of transplacental narcosis as with all general 
anesthetics. 

The advantages of pudendal analgesia are :—({1) Simplicity. The technique 
can be quickly mastered and employed as easily in the home as in hospital 
practice. 

(2) Safety. Provided the analgesic solution is administered properly in 
the correct quantity and strength there are no general effects; the uterine 
action is not interfered with. The patient is able to take adequate nourish- 
ment without the danger of inhalation of stomach contents. 

(3) Hemostasis. Perineal bleeding following an episiotomy is reduced. 

(4) Economy. The materials are relatively inexpensive. There is no need 
for a colleague to administer the anesthetic. 

The disadvantages are few. These can be listed simply as:—(1) The 
danger of breaking a needle. 

(2) The danger of administering the analgesic solution intravascularly. 

On account of the undoubted advantages to mother and baby it behoves 
all who practise obstetrics to familiarize themselves with the details of local 
analgesia produced by pudendal infiltration and to master the technique. 


ANATOMY 
The aim is to secure anesthesia of the vulva and perineum, and relaxation 
of the levator ani muscles. To understand how this can be attained it is 
necessary to consider briefly the anatomy of the nerve supply of the skin 
of the mons, vulva and perineum; and of the pelvic floor muscles. The 
nerves involved are the ilio-inguinal, the pudendal and the long pudendal 
nerve of Sommering (fig. 1). 
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The ilio-inguinal nerve (L.1) is a branch of the lumbar plexus. After 
emerging from the external abdominal ring it sends a branch to the mons 
and the labium majus. 

The pudendal nerve arises from the sacral plexus (2.3.45). It leaves the 
pelvis through the great sacro- 
eps —— = + sciatic foramen, below the 
pyriformis muscle, crosses the 
posterior surface of the ischial 
spine beneath the gluteus 
maximus muscle, and then 
passes through the small sacro- 
sciatic foramen to enter Al- 
cock’s canal in the outer wall 
of the ischio-rectal fossa. Here 
it is accompanied by the in- 
ternal pudendal artery and 
vein. Soon after entering the 
canal the pudendal nerve 
breaks up into its branches: 
(a) The inferior hemorrhoidal 
nerve which crosses medially 
over the ischio-rectal fossa to 
supply the external sphincter 
ee muscle of the anus and the 
Fic. 1.—The nerve supply of the perineum and skin over the ischio-rectal 
subjacent tissues. fossa. (b) The perineal nerve 
which itself soon divides into 
superficial and deep branches, the former passing forwards to supply the 
labium majus; the latter supplies the anterior part of the external sphincter, 
the anterior part of the levator ani, the superficial perineal, the ischio- 
cavernosus and bulbo-cavernosus muscles. It also supplies the erectile 
tissue of the corpus spongiosum of the clitoris. 

The long pudendal nerve of Sommering (the inferior pudendal branch of the 
small sciatic nerve) arises from the small sciatic nerve (1.2.35) at the lower 
border of the gluteus maximus and winds inwards towards the anterior 
part of the perineum. It passes over the ischio-pubic ramus forwards and 
inwards together with the superficial branches of the perineal nerve to 
supply the labium majus. It also communicates with the deep branches of 
the perineal nerve. 

















PROCEDURE 
Not every patient welcomes local injections, but it is surprising how the 
mother will cooperate if she realizes it is in the baby’s interest for her to 
have a local rather than a general anesthetic. It is essential therefore that 
a few words of explanation and reassurance be given to each patient. The 
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procedure is described briefly and emphasis is placed on the advantages to 
the baby and to herself and on the negligible discomfort she will experience 
—not more than the prick of a needle. A few words of reassurance may mean 
the difference between success and failure. 

Greenhill (de Lee and Greenhill, 1951) advocates an injection of morphine, 
4 grain (10 mg.), and 
scopolamine, 1/200 
grain (0.3 mg.), fifteen 
minutes before starting 
the infiltration. He 
states that he has not 
seen any harm to the 
mother or the baby 
from this. Scott and 
Gadd (1957) advocate 
the giving of pethidine 
and chlorpromazine in 
the same manner. We 
have not given any pre- 
medication and have ; 
not found it necessary, ; Fic. 2.—Equipment for pudendal analgesia. 
since a little time is 
spent in gaining the patient’s confidence and we make sure that the initial 
injection is made with as fine a needle as possible. 

The materials recommended are :— 

I 10-ml. syringe 

I 10-cm. needle 

I 5-cm. needle 

1 gallipot 

Sterile gauze and wool swabs (see fig. 2) 

50 ml. of ar per cent. solution of lignocaine containing 2 or 3 drops of 1 in 1000 
adrenaline; or 100 ml. of a 0.5 per cent. solution of lignocaine containing 0.5 ml. 
of 1 in 1000 adrenaline. 

Lignocaine hydrochloride (‘xylocaine’) is a local analgesic which, con- 
sidering its effectiveness, has a low toxicity. It has been used extensively 
in the area department of obstetrics and gynecology at Oxford, and by 
the anesthetists of the United Oxford Hospitals without any noteworthy 
complication. During the past five years, Hibberd and Grassie (1955), 
Gordon (1955), Rollason (1955), Rocker (1956), Gate and Dutton (1955), 
and Scott and Gadd (1957) have testified to the value of this drug. Its action 
is more rapid than procaine (Carnegie and Hewer, 1950). Adverse effects 
have been reported by Dutton (1955), Martin (1955), Barnes (1955), and 
Lock and Greiss (1955), but how many of these adverse effects can be 
attributed to overdosage, or to inadvertent intravascular injection or to drug 
sensitivity (if such a thing exists) it is impossible to say. These reactions 
have prompted statements on the maximum dose that should ever be used. 
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The toxic effect of any local analgesic depends upon its concentration in 
the blood at a given time. If it is absorbed from the tissues into the blood 
quicker than it is broken down, a level can be reached at which toxic symp- 
toms such as convulsions can be produced. A small dose injected intra- 
vascularly might cause convulsions, but a large dose injected into the 
subcutaneous tissues would be 
symptomless because its ab- 
sorption into the blood stream 
is spread over a period, and 
during this time detoxification 
is taking place. 

Adrenaline, by causing vaso- 
constriction, delays greatly the 
absorption of lignocaine into 
the blood stream and this has 
the double effect of prolong- 
ing the action of the drug 
and reducing the toxicity of 
a given dose. As a corollary, 
the addition of a few drops of 
adrenaline considerably in- 
creases the amount of local 
analgesic which can be safely 
injected into the tissues. In 





practice we use either 50 ml. 
a aa ef g | per com. ssuution of 
Fic. 3.—Method of injecting lignocaine for . ; a: 

pudendal analgesia (stage 1). lignocaine containing 3 drops 
of 1 in 1000 adrenaline, or 
100 ml. of a 0.5 per cent. solution of lignocaine to which 0.5 ml. of 1 in 
1000 adrenaline is added. These mixtures have the support of Professor 
Sir Robert Macintosh, Nuffield Professor of Anzesthetics (personal com- 
munication). 

Heins (1951) and Hibberd and Grassie (1955) advocate the addition of 
hyaluronidase to aid diffusion. We have not found this necessary provided 
the needle is moved freely during injection to ensure widespread distribution. 

Injection hazards.—An aspiration test for blood should always be made 
if the needle is to be kept stationary while more than 2 ml. are injected at 
any one spot. It must be remembered that the point of the needle may 
actually be within the lumen of a vein and yet blood cannot be aspirated. 
It would appear that the wall of the vein is drawn into the opening in the 
needle, acting as a one-way valve. The needle should be inserted only once 
to the maximum depth intended—and the injection made during withdrawal. 
Repeated in-and-out movements like those of a sewing machine needle 
should be avoided. 

Position of the patient.—The lithotomy or left lateral position may be used. 
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Owing to the better exposure it is easier to carry out the injection with the 
patient in the former position. There are difficulties in establishing and 
maintaining the lithotomy position in the home; but these can be overcome 
by the use of the lithotomy frame so admirably designed, described and 
illustrated in The Practitioner by Handfield-Jones (1957). 

Routine vulval toilet 
and bladder catheteri- [ 
zation are performed, | 
after which drapes are | 
applied. The ischial 
tuberosities are pal- 
pated on each side. The 
needle is inserted at a 
point midway between | Shiai 
the ischial tuberosity | vessels 
and the anus and a skin 
weal is raised with the | 
fine needle (fig. 3). The | 
larger 10-cm. needle is | 
then directed through | 
this forwards and later- Fic. 4.—Method of injecting lignocaine for pudendal 
ally until it comes analgesia (stage I1). 
to lie on the medial 
aspect of the ischial tuberosity (fig. 4). The aspiration test for blood 
is made and, if this is negative, 5 to 6 ml. are injected as the 
needle is slowly withdrawn. It is unnecessary to inject into Alcock’s canal 
itself. When the point of the needle almost reaches the skin, it is 
again pushed into the ischio-rectal fossa, but more medially. A further 
5 to 6 ml. are injected as the needle is slowly withdrawn. The needle is now 
passed upwards in the labium majus just beneath the skin to the mons, 
and a further 5 to 6 ml. are injected subcutaneously during withdrawal. 
The needle is now directed medially and about 10 ml. of solution is injected 
beneath the skin of the perineum between the fourchette and the anus, 
and upwards beneath the mucous membrane of the posterior vaginal wall 
especially in the region of the planned episiotomy site. The forefinger of 
the left hand placed in the vagina guides the needle beneath the mucous 
membrane (fig. 5). For the first time the needle is now completely with- 
drawn, and the procedure is then repeated on the opposite side. Approxi- 
mately 25 ml. of solution is used on each side, making a total of 
50 ml.; and the whole procedure takes only four to five minutes. If a 
0.5 per cent. solution is used, the injection can be made more liberally: 
up to 50 ml. on each side. With experience the volume injected can be 
reduced. 

After skin anzsthesia has been verified the towel clips are inserted to hold 
the drapes in position throughout the necessary obstetric manceuvre. The 
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delivery can be effected in the lithotomy or left lateral position depending 
upon the practitioner’s preference. 


INDICATIONS 
The indications for pudendal analgesia are :— 

(1) Low forceps delivery. 

(2) Wherever an episiotomy 
is required; for example, delay 
in the second stage with the 
head on the perineum, feetal 
distress with the head on the 
perineum, assisted breech de- 
livery and premature baby. 

(3) For all repairs of tears 
or episiotomies. 

(4) In spontaneous vertex 
delivery when local analgesia 
is required. 

Low forceps delivery means 
delivery by forceps when the 
head is on the perineum. It 
must be the head and not the 
moulded caput which is 
visible. A caput succedaneum 
implies some dystocia, with 














— = 


Fic. 5.—Method of injecting lignocaine for 
pudendal analgesia (stage IIT). usually a deep transverse 


arrest. Pudendal analgesia 
is insufficient for manual rotation when a deep transverse arrest of 
the foetal head has occurred, except in the hands of an experienced 
obstetrician. If a persistent occipito-posterior is distending the perineum 
a generous episiotomy and forceps delivery, face to pubes, is a satis- 
factory procedure. When modest traction is required to deliver the 
fetal head some discomfort is experienced by the patient, when it may be 
desirable to supplement the local analgesia with some form of inhalation 
analgesia, such as gas and air, or trilene, or gas and oxygen. It is for this 
reason that delivery by forceps in the home under local analgesia should be 
be undertaken only when the head is already on the perineum in the 
occipito-anterior position. Delivery in this manner is therefore indicated 
when there is delay in the second stage, for maternal distress, or foetal 
distress. Episiotomy should be made first before the forceps are applied— 
this obviates vulval stretching; and there is no undue perineal bleeding 
owing to the vasoconstriction induced by the adrenaline in the solution. 
Where lacerations, tears or episiotomies (with the exception of 3rd degree 
tears) have to be repaired, pudendal analgesia is ideal. It provides complete 
cutaneous anzsthesia, and the comparatively dry operation field allows the 
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practitioner to carry out a leisurely repair. Strict asepsis and proper apposi- 


tion of tissues are facilitated, thus greatly increasing the chances of healing | 


by primary intention. 

When there is delay of the head on the perineum, or when there is 
impending or actual maternal or foetal distress at this level, a simple episi- 
otomy will often result in a quick spontaneous delivery. Pudendal analgesia 
administered in two or three minutes makes this possible. Oxygen can be 
given meanwhile to the mother, with benefit to the baby. Local infiltration 
is suitable for episiotomy in an assisted breech delivery or for the delivery 
of a premature baby. 

In a spontaneous vertex delivery, if the injection is withheld until the 
head is beginning to crown, it is possible to eliminate the discomfort of 
delivery without impeding the progress of labour. If the injection is given 
too early the perineal reflex is abolished and the patient has to be encouraged 
to bear down with contractions, or even has to be assisted with forceps: if 
it is given too late difficulty may be experienced in inserting the needle to 
the required depth, on account of the foetal head being too low. Some 
experience is therefore necessary to be able to choose the optimum time for 
local infiltration. 


COMPLICATIONS 

(1) Intravascular injection of analgesic solution.—This complication can be 
avoided by keeping the needle moving during the time that fluid is being 
injected. If the needle is kept still for a volume exceeding 2 ml. to be made 
at any one point, a preliminary careful aspiration test must be made. 

(2) Breaking of a needle.—This is a rare complication which should not 
occur with reasonable care. 

(3) Idiosyncrasy of the patient to the analgesic solution.—It is very doubtful 
whether such a state exists; if it does it must be extremely rare, for no such 
diagnosis has been made during the past twenty years while local analgesic 
solutions have been used by the anesthetists at the United Oxford Hospitals 
(Professor Sir Robert Macintosh, personal communication). Untoward 
reactions attributed to idiosyncrasy may well be due to inadvertent intra- 
vascular injection, or to the administration of a dose well in excess of that 
recommended above. 

To summarize: to avoid complications it is important to use the minimal 
effective quantity of analgesic solution in its weakest effective strength. 
None of the solution should be injected into a vessel, and reasonable care be 
taken not to break a needle. 


SCOPE FOR LOCAL AND REGIONAL ANALGESIA 
In the area department of obstetrics and gynecology at the Radcliffe 
Infirmary, Oxford, there has been an almost complete reversal in the past 
six years in the type of anzsthetic used for operative vaginal delivery. In 
1952, 95 per cent. of the operative vaginal deliveries took place under a 
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general anesthetic, whereas in 1957 this figure was reduced to 9; the 
remainder in both years being performed under either caudal or pudendal 
analgesia. In 1957, there were 238 forceps deliveries in this department 
in the Radcliffe Infirmary: of these, 23 (9.7 per cent.) were delivered under 
a general anesthetic, 153 under an epidural, and 62 under pudendal anal- 
gesia. This figure of go per cent. delivered under regional analgesia, is in 
conformity with the trend reported by Gate and Dutton (1955) and Scott 
and Gadd (1957). 


CONCLUSION 
Pudendal analgesia is the safest and simplest way of administering local 
analgesic solutions for relief of pain in obstetrics. It is satisfactory for any 
obstetrical manceuvre that should be undertaken for delivery in the home, 
and for a wide range of procedures in hospital practice. 

Its use in simple vaginal deliveries, and the use of epddural analgesia in 
more difficult cases, should be encouraged, at the expense of general 
anesthetics: a reduction in maternal mortality and morbidity will follow, 
and foetal lives will be saved. 


My thanks are due to Sir Robert Macintosh, Nuffield Professor of Anzsthetics, 
for his invaluable advice, to Mr. D. Methuen for statistical information, to Miss 
McLarty for the excellent drawings, and to Mr. ‘Tugwell for the photograph. 
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ECTOPIC GESTATION 


By LESLIE B. PATRICK, M.B., F.R.C.S.Ep., F.R.C.O.G. 
Consultant Surgeon, Jessop Hospital for Women, Sheffield 


Ectopic gestation has been recognized since the tenth century when 
Albucasis, an Arabian surgeon, told how he applied ointments possessing 
strong powers of suction to a woman with an abscess discharging in the 
hypogastrium. Bones began to be discharged from the wound, so he con- 
ceived the idea that they belonged to a dead foetus and explored the cavity 
removing many bones. The patient recovered and lived for a long time. 


DEFINITION AND INCIDENCE 

Ectopic gestation includes all cases of pregnancy which occur outside the 
uterine cavity. The incidence varies in different places, from 1:123 to 1:400 
deliveries. Simultaneous bilateral tubal pregnancy and simultaneous tubal 
and intra-uterine pregnancy are not uncommon. The intra-uterine pregnancy 
is often not recognized until the abdomen is opened. There was one of each 
combination in 112 consecutive ectopic pregnancies at the Jessop Hospital. 
In another case hydatidiform degeneration of the chorion was found in the 
tube. About two-thirds of all the cases had previously had intra-uterine 
pregnancies, and seven cases had a second tubal pregnancy. 

Primary ovarian implantation of the fertilized ovum has been reported 
more than 100 times. The diagnostic criteria of Spiegelberg (1878) have to 
be fulfilled before a case is accepted as authentic: (1) the Fallopian tube on 
the affected side must be intact, (2) the gestation sac must occupy the 
position of the ovary, (3) the sac wall must contain definite ovarian tissue. 
The ovum may implant in the corpus luteum, but in cases recently described 
it appears to have been implanted on the surface of the ovary. One case was 
associated with severe hemorrhage (Gibson, 1957). Cervical ectopic 
pregnancy is a rare form which usually ends in abortion with severe 
hemorrhage because the cervix cannot retract. The condition may be 
mistaken for an incomplete abortion with the ovum still in the cervix. At 
least one case has been described in which nidation occurred in a pocket of 
adenomyoma within the wall of the uterus. Mahfouz (1938) found five 
pregnancies in rudimentary horns in a series of 120 cases. In our series of 
112 there was not one. Sometimes the horn does not communicate with the 
uterine cavity so it must be assumed that the ovum, the sperm, or the 
fertilized ovum has migrated from the opposite side. 

Angular pregnancy, due to embedding of the ovum at the internal meatus 
of the tube, causes an asymmetrical enlargement of the uterus which may 
be associated with pain and bleeding. I have followed one such case in 
which the uterus did not become symmetrical until the 20th week, and it 
was only then that bleeding and pain finally ceased. In another case I have 
June 1958. Vol. 180 (688) 














at t 
to 
fro 


ute 
ute 
me 
to 

cav 


fro 
are 
ma 
of 
bri 
its 

foet 
tio! 
anc 
me 


als 
lig: 


Th 
der 
Ovi 


the 


was 
per 
Ot 
det 


ma 
infl 
tior 
In 


tul 
hig 


pet 
inf 





vhen 
sing 
| the 
con- 
Avity 
ime. 


the 
:4.00 
ubal 
ancy 
-ach 
ital. 
the 


rine 


rted 
e to 
> on 

the 
sue. 
bed 
was 
»pic 
vere 


be 


t of 
five 
s of 
the 
the 


itus 
nay 
» in 
d it 


ave 











ECTOPIC GESTATION 689 


manually removed with difficulty a retained placenta from the sacculation 
at the uterine angle. Cases have been reported in which hysterectomy had 
to be done because it was not possible to remove the placenta manually 
from its ‘sac’. Some gynzcologists deny that angular pregnancy occurs in 
a normally developed uterus but only where there is malformation of the 
uterine cornu. Whatever is the truth, angular pregnancy, pregnancy in a 
uterine horn, and interstitial pregnancy, all cause asymmetrical enlarge- 
ment of the uterus and pain, and may rupture, though rupture is unlikely 
to happen in the first because the ovum usually grows into the uterine 
cavity. Angular pregnancy is therefore not strictly ectopic. 

Very rarely the ovum may implant primarily in the abdominal cavity away 
from the genital organs. The liver, spleen, pouch of Douglas and other 
areas have been reported as sites of primary implantation. But the great 
majority of abdominal pregnancies are secondary, resulting from the escape 
of the ovum from the tube, either by rupture or by abortion from the fim- 
briated end. The fate of the foetus depends upon the degree of disruption of 
its attachments and on the amount of bleeding. If the former is great the 
foetus will die, and if the latter is great the patient will be brought to opera- 
tion. If the foetus survives, its attachments may grow on to adjacent organs 
and the pregnancy progress. Occasionally the tube ruptures at its attach- 
ment to the mesosalpinx and the ovum and blood are extruded between the 
layers of the broad ligament, forming an intraligamentary pregnancy which 
also may progress if the foetus survives. In our series there were two intra- 
ligamentary ruptures and one abdominal pregnancy. 


ETIOLOGY 
The trophoblast or outer part of the fertilized ovum takes about nine days to 
develop its power of nidation. As, normally, by the eighth or ninth day the 
ovum has reached the uterine cavity anything which delays its passage to 
the uterus will tend to cause ectopic implantation. 


Speert et al. (1956) found that in 96 cases of ectopic gestation the corpus luteum 
was on the contralateral side to the pregnancy in fourteen (12.7 per cent.). Trans- 
peritoneal migration of the ovum must have occurred, thus delaying its passage. 
Other factors are accessory lumina and diverticula formed as a result of 
developmental errors. The latter may also be formed by previous inflam- 
matory disease causing intratubal adhesions. 


In a study of 80 consecutive cases, Stout (1957) found pathological evidence of 
inflammatory disease in 25 (31.25 per cent.); fourteen of these cases had had opera- 
tion for appendicitis. 

In our experience it occurs with almost equal frequency in the right and left 
tube. It is well known that patients who have infertility problems have a 
high incidence of ectopic pregnancies. 

The ovum is normally propelled along the tube by ciliary action and by 
peristaltic movements; these may be inefficient as a result of previous 
infection or of maldevelopment. 
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Asherman (1955) believes that neuro-endocrine imbalance causes tubal dyskinesia, 
either atony or spasm, thus delaying the passage of the ovum. He relates it with 
psychogenic infertility and in this way explains why both conditions occur often 
in the same woman. 

Unusual receptiveness on the part ot the tubal lining has been suggested as 


a factor. The tubal lining does not normally show a well-developed decidual 
reaction but in a few cases of ectopic implantation patches of decidua have 
been demonstrated and it is assumed that the ovum may embed more readily 
in one of these; but until the trophoblast has developed sufficiently this 
receptiveness would be of no avail. Decidual reaction is also believed to be 
the factor which limits the penetration of the trophoblast. It is known that 
the fertilized ovum can embed in a perfectly normal tubal lining which 
responds with only a feeble decidual reaction. Hence in the tube the muscle 
wall and the blood vessels are soon eroded, and bleeding occurs into the 
chorio-decidual space causing separation of the ovum and perhaps rupture 
of the tube. If the ovum separates into the lumen of the tube and bleeding 
is arrested, a carneous mole is formed which will ultimately be absorbed. 
More commonly, bleeding in the ampulla continues intermittently, pro- 
ducing a retort-shaped tube and blood trickles from the fimbriated end 
forming a peritubal hematocele. Sometimes the bleeding from the tube is 
heavier, forming a pelvic hematocele which may contain the ovum escaped 
from a rupture or aborted from the fimbriated end. In time a false capsule of 
organizing blood clot is acquired which adheres to surrounding structures. 
In the ampulla fate usually overtakes the ovum before it is six weeks old. 
In the Jessop Hospital series of 112 cases, 99 (88 per cent.) of the ectopic 
pregnancies were in the ampulla and fourteen of these patients were in a 
state of collapse before operation. In a few patients the collapse was initiated 
or augmented by bimanual examination which is particularly dangerous 
when the patient is under general anesthesia. 

Implantation in the isthmic or middie portion of the tube is the most 
dangerous. Here by the second or third week of its existence sudden fate 
may overtake the ovum before symptoms are severe enough to warn the 
woman of her peril. The isthmus is narrow and less adaptable than the 
ampullary portion so that rupture into the peritoneal cavity or between the 
layers of the broad ligament is more likely to happen. The ovum may then 
be completely discharged from the rent and the bleeding arrested, or, more 
frequently, the ovum is retained in the tube, only chorionic villi being 
extruded; bleeding may then be heavy, leading to profound collapse. 
Fortunately fulminating cases are rare. In our series nine (8 per cent.) 
ectopic gestations were in the isthmus and eight patients were collapsed 
preoperatively, but only two could be called fulminating; the others had 
had ample warning to seek advice, or the diagnosis had been missed. 

If the ovum is implanted in the interstitial portion of the tube it may 
remain embedded until a little later than in the isthmus and ultimately may 
cause a ragged star-shaped rupture of the uterine cornu, with severe 
bleeding. A few cases are said to rupture into the uterine cavity. 
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In rare cases, when the pregnancy is in a rudimentary horn, rupture does 
not occur until after the twelfth week because the ovum is surrounded by 
myometrium. Rarely, it may advance to term, depending upon the degree of 
development of the uterine horn. 


DIAGNOSIS 
Pain is the symptom most often present in tubal pregnancy. It was com- 
plained of in all our cases. Four to five weeks after the last menstrual period 
—occasionally a few days earlier or a week or two later—the patient feels 
aching pain in one or other iliac fossa due to distension or contractions of the 
tube. Later, escape of blood into the peritoneal cavity causes sharp pain in 
the iliac fossa or hypogastrium, varying in degree with the amount of blood 
loss. The loss varies from the intermittent drip which ultimately forms a 
peritubal hamatocele, to the massive intraperitoneal hemorrhage generally 
associated with rupture of the isthmus and leading to profound collapse. 
When the patient lies down, blood tracks to the diaphragm, causing 
shoulder-tip pain and generalized abdominal pain, with tenderness and 
guarding. ‘Tenderness is most marked over the lower abdomen on the af- 
fected side. Later there may be some distension with dullness in the flanks. 

A momentary feeling of faintness or loss of consciousness is usually 
associated with the start of pain due to bleeding. Jeffcoate (1957) considers 
that this is the most constant and characteristic symptom of ectopic preg- 
nancy. Many published analyses put syncope low in the list because the 
analyses are made retrospectively from incomplete histories. 

Vaginal bleeding is the next most common symptom, occurring in 86 per 
cent of Jessop Hospital cases. It signifies death of the foetus and is due to 
separation of decidua in the uterine cavity. Occasionally some blood may 
come from the affected tube; it may continue for many weeks and is usually 
slight in amount and dark-brown in colour. It may precede pain and may 
be mistaken for the onset of a menstrual period. Occasionally a decidual cast 
is passed, but more often the decidua is passed in shreds. 

Amenorrheea is the third most frequent symptom, occurring in 63 per 
cent. of Jessop Hospital cases. It depends upon survival of the foetus and 
varies in length accordingly. It seldom lasts longer than six weeks from the 
date of the last menstrual period. The absence of amenorrhcea has often 
led the unwary into missing the diagnosis of early ectopic pregnancy. 
Rarely, acute retention of urine due to a pelvic hamatocele may be the 
symptom which compels the patient to seek advice. All the physiological 
processes of intra-uterine pregnancy are present in ectopic pregnancy. 
The patient may therefore have the early pregnancy symptoms of morning 
sickness and tingling in the breasts. 

The signs found on examination of the abdomen vary with the amount and 
duration of bleeding. Tenderness varies in intensity and occasionally may 
be absent. Usually it is greatest over the affected tube and may be localized 
there. If blood has been in the peritoneal cavity for several days there may 
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be distension. Occasionally a mass may be palpated above the inguinal 
ligament. Cullen’s sign of blueing of the umbilicus is very rarely seen. 

Vaginal examination should be done with the greatest care, always 
bearing in mind that careless examination may precipitate a crisis by causing 
rupture of the distended and weakened tube, or by restarting bleeding from 
a rupture or tubal abortion which has sealed off. Indeed, bimanual attempts 
to palpate a tubal mass are best avoided outside hospital. A sufficiently 
accurate diagnosis to justify admission can usually be made from the history 
and abdominal examination. Extreme tenderness on moving the cervix is a 
sign of the greatest importance and is present if blood has not been in the 
peritoneal cavity for long. A doughy, tender mass may be felt in the pouch 
of Douglas, but often tenderness prevents the palpation of a tubal mass or 
of the slightly enlarged uterus. The cervix may or may not be soft and 
blue. The temperature in ectopic gestation is seldom raised above 100°F, 
(37.8°C.). 

In acute rupture the patient, pale and pulseless, perhaps unconscious, has 
been seized by severe abdominal pain. Her temperature is subnormal, and 
the blood pressure low, with a rapid, weak, or imperceptible pulse. Death 
may ensue but usually the bleeding stops and is followed by slow improve- 
ment. Shoulder and epigastric pain will probably be present. There may be 
dullness in the flanks. The acute case can occur following a chronic history 
or with previous symptoms so meagre that the patient has paid little attention 
to them. It usually follows isthmic or interstitial tubal rupture. The dramatic 
history and a glance at the patient suggest the diagnosis. 

Advanced extra-uterine pregnancy may be very difficult to diagnose. A 
sign which gives the diagnosis in the majority of cases is palpation of the 
uterus separate from the gestation sac and fixity of the foetus away from the 
usual sub-umbilical position (Charlewood and Culiner, 1955). A recently 
described sign is the appearance of foetal parts posterior to the lumbar spine 
in a true lateral x-ray. A foetal part can project posteriorly to the lumbar 
vertebrz only if the foetus is extra-uterine (Weinberg and Sherwin, 1956). 
Earlier in the pregnancy there is usually a history suggestive of ectopic 
gestation. 

DIFFERENTIAL DIAGNOSIS 

Conditions which simulate acute ectopic gestation are perforated gastric or 
duodenal ulcer, and fulminating appendicitis. With the former there is 
usually a long history of indigestion and with the latter the typical history 
of central abdominal pain followed by pain and tenderness in the region of 
the appendix. Subacute or chronic ectopic gestation, in which the woman 
suffers for some time from abdominal discomfort, hemorrhagic vaginal 
discharge, and attacks of lower abdominal pain associated with faintness, is 
by far the most common type. 

In intra-uterine abortion bleeding is usually the first symptom, and the 
character and site of the pain are different; tenderness on bimanual 
examination is usually absent. If a fibroid or ovarian cyst is also present, 
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or the gravid uterus is retroverted, the diagnosis is still more confused. 
Salpingitis, acute or subacute, is usually bilateral, and a raised erythrocyte 
sedimentation rate, leucocytosis, and pyrexia may be found. Acute appendi- 
citis is associated with more marked rigidity, and there is no menstrual 
disturbance. In all these conditions faintness is not usually present. Rupture 
of an endometriomatous cyst may be confusing. It usually occurs during 
menstruation. Intraperitoneal hemorrhage from any source, and especially 
from a corpus luteum early in pregnancy, may be difficult to differentiate 
from ectopic pregnancy. It cannot be too strongly emphasized that a careful 
history is the most important factor in differential diagnosis. Ectopic preg- 
nancy should always be kept in mind in women of childbearing age. 

A white-cell count and erythrocyte sedimentation rate are useful in 
differentiating from infections. A pregnancy diagnosis test may be useful if 
positive. It does not distinguish from an intra-uterine pregnancy, and is 
negative in ectopic pregnancies in which the chorionic tissue has perished. 

Posterior colpotomy, either by making an incision into the pouch of 
Douglas through the posterior vaginal fornix, or by passing a large-bore 
needle and withdrawing blood, may help. Usually, however, it is unnecessary 
and may be misleading. Culdoscopy—the passing of an instrument similar 
to a cystoscope through the posterior vaginal fornix with the patient in the 
knee-chest position and allowing air to enter the peritoneal cavity—is used 
in some centres. It would appear to be useful in cases of suspected ectopic 
pregnancy before rupture. 

TREATMENT 
The old adage, ‘Never let the sun set on a case of ectopic pregnancy’, is 
certainly true in general practice. All cases should be admitted to hospital 
even though the diagnosis is uncertain. 

In the acute case shock should be treated by laying the patient flat with 
the legs elevated, injecting } grain (16 mg.) of morphine, and avoiding vaginal 
examination. Her condition will probably improve and it may become 
practical to transfer her to hospital, but she must be in a fit state to with- 
stand the journey. It is therefore wise, and a great comfort, to send for an 
emergency flying squad if one is available. Blood transfusion may be 
necessary before, during, and after operation. Urgent surgical treatment by 
clamping the bleeding area, and removing the damaged tube is the rule. 
If blood is not readily available and the rupture is recent there is a place 
for auto-transfusion of blood from the peritoneal cavity provided there is 
minimal hemolysis and the blood is strained through several layers of fine 
gauze into anticoagulant solution. 

In chronic cases operation may be delayed while awaiting the result of 
accessory aids to diagnosis. Meantime the patient’s blood should be grouped 
and cross-matched. The damaged tube should be removed and the ovary on 
the affected side preserved, although Bender (1955) found that in 183 cases 
of salpingectomy only 42 per cent. conceived afterwards, but in 48 cases 
in which salpingo-oéphorectomy was done 52 per cent. conceived. Jeffcoate 
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has suggested that the higher rate of conception when the ovary on the 
affected side has been removed is due to the remaining ovary ovulating each 
month, thus avoiding long transmigration of the ovum in some menstrual 
cycles. It is doubtful if the difference is sufficient to warrant the excision of 
half the patient’s ovarian tissue. Fluid blood and clot should be removed 
from the peritoneal cavity unless the patient’s condition is very poor, and 
even then sufficient must be removed to clear the field of operation. The 
damaged tube should be preserved only if it is the sole remaining one and 
the patient is young and anxious to have a child. 

Recently I operated on a woman for ectopic pregnancy, the other tube having 
been removed two years previously for the same condition. The tube was slit open, 
the pregnancy removed, and bleeding arrested. She became pregnant in the uterus 
within six months and ultimately delivered a healthy child. 

There is, of course, a considerable risk of recurrent ectopic pregnancy, and 
the patient must be warned of this. 

There is a limited place for conservative management of chronic ectopic 
pregnancy if the history and examination suggest that a carneous mole has 
formed; the pregnancy diagnosis test must be negative, the mass small and 
not particularly tender, and the symptoms gradually subsiding. 

In ruptured interstitial pregnancy and rudimentary horn pregnancy the 
tube and the uterine cornu or horn should be excised or, if the damage is 
great or the patient elderly, if may be better to do a hysterectomy. 

Advanced abdominal pregnancy should be operated upon as soon as the 
diagnosis is made; it left to near term the chances of a normal surviving 
foetus are small. Charlewood and Culiner (1955) point out that the diagnosis 
is seldom made before foetal death. In their series of 52 cases, 12 viable 
foetuses were delivered alive, of these only four survived; none of these four 
was deformed. The placenta in most cases should be left in situ and the 
abdomen closed, as attempts at removal may cause severe and uncontrollable 
bleeding. Occasionally the placenta is attached only to an ovary and tube 
or to omentum which can be removed along with the placenta without 
hemorrhage. The gestation sac should never be marsupialized. 


CONCLUSION 

The essence of success in the treatment of ectopic gestation is prompt diag- 
nosis, early operation and the liberal use of blood transfusion when there 
has been much blood loss. 
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THE VALUE OF RADIOTHERAPY 
IN INOPERABLE BRONCHOGENIC 
CARCINOMA 


By K. SICHER, M.D., D.M.R. 
Consultant Radiotherapist, Radiotherapy Centre, Coventry 


ONcE a case of bronchogenic neoplasm is found unsuitable for resection by 
the thoracic surgeon, the practitioner is faced with the difficult problem of its 
further management. Although there has been a constant increase in the 
incidence of this grave disease in the last decade or so, the percentage of 
patients treated surgically varies little over the years and is still very small. 
Allison (1955), in a review of 2,312 patients suffering from bronchial carci- 
noma, showed that only 14 per cent. were thought suitable for operation, and 
in only 10 per cent. was resection actually carried out. There is therefore 
hardly any need to stress the magnitude of the problem of inoperable 
cancer of the lung. 


THE PROBLEM 

Is every case rejected for surgery to be treated by radiotherapy? Is there any 
special indication for choosing this form of therapy? Is a patient with slight 
symptoms only and in good general condition to be treated, or should treat- 
ment be restricted to those patients with severe respiratory symptoms? 
These are some of the outstanding problems. Opinions are still divided. 
The fear of severe radiation reactions, local and general, which so often 
occurred in the days when radiotherapy was in its infancy and are becoming 
more the exception than the rule, is still vividly in the minds of many and is 
influencing their judgment. The radiotherapist himself, aware of the poor 
prognosis, and often despondent about these cases, is not always in a position 
to be definite in his advice unless he is convinced by his own experience. 
The decision as to whether to treat or not is very difficult to make. 

The radiotherapist is also presented with further pertinent questions. 
Is he justified in adopting rather elaborate and more time-consuming 
techniques? Should he try to deliver an amount of radiation to the tumour 
which would produce an incomplete and temporary regression of the 
neoplasm in order to produce only some symptomatic relief or should he 
aim to deliver a lethal or approximately lethal tumour dose with the 
ambitious aim of obtaining a ‘cure’? Sharing this uncertainty in full measure, 
I decided to survey all cases of bronchogenic carcinoma registered by the 
Coventry Radiotherapy Centre and rejected by surgeons. The conclusions 
are fairly clear and the purpose of this article is to describe these in the hope 
that this modest contribution may be of some use to others confronted by 
similar problems. 
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SCOPE OF INVESTIGATION 
The total number of cases under review is 347. This figure excludes all 
patients who had surgery alone or surgery combined with radiotherapy, 
patients who died before being seen in the radiotherapy department, and 











| Not 

Pathology | Treated treated Total 

Papillary and adenocarcinoma 2 2 4 
(2.8) (3.4) (3-1) 

Squamous and epidermoid 28 27 55 
(38.9) (46.6) (42.3) 

Oat cell and spindle cell 33 20 53 
(45.8) (34.5) (40.8) 

Anaplastic and spheroidal 9 9 18 
(12.5) (15.5 (13.8) 

Total 72 58 130 

(100) (100) (100) 











TaBLe I.—Analysis of 130 cases of carcinoma of the lung, according to type 
of growth. The figures in brackets denote percentages. 


those in whose records some relevant item of information was missing or 
there was any clinical doubt of correctness of the diagnosis. All these 
surveyed were registered with the Registrar General as malignant cases 
during 1947-53. It must be added that the registration in the early years 
was incomplete as the follow-up and registration began in 1948. The ratio of 
males to females in the total group is 7:1 and among those treated by 
radiotherapy (200), the ratio is 8: 1. All patients were seen by a thoracic 
surgeon and regarded as unsuitable for operation; out of the 347 cases, 181 
(52 per cent.) had obvious spread of the disease beyond its original site. The 
selection of cases for radiotherapy was, so far as possible, made at random 
in the absence of uniform policy. Among the 200 treated, 105 patients 
(52.5 per cent.) had obvious spread of the disease, and, out of 147 not 
treated, 76 (51.7 per cent) had similar extension of growth. 

In this clinical trial subconscious bias in the direction of giving therapy 
to those in better general condition could not be excluded altogether, but 
neither could some ‘favouritism’ for those who had distressing and not 
easily controllable symptoms. For instance, cases with superior vena cava 
obstruction, although they have a very bad prognosis, were almost 
always treated by deep x-rays as it is the only efficacious means by which 
the pressure symptoms can be reduced. 

In 201 (57.9 per cent.) cases, the diagnosis of malignancy was established 
without any doubt, either by bronchoscopy, thoracotomy, biopsy or a com- 
bination of these. In the remainder (42.1 per cent.), the diagnosis was made 
on the basis of clinical and radiological evidence, and each of these cases 
was seen by a physician and thoracic surgeon. The proportion of patients 
with a fully established diagnosis is about the same in the treated (58.5 per 
cent.) as in the untreated (57.1 per cent.) group. Table I shows that out of 





347 
port 


cent 
the 





tun 
tha 


Ta 
tha 


; all 


apy, 
and 





INOPERABLE BRONCHOGENIC CARCINOMA 697 


347 cases, 130 (37 per cent.) had histological confirmation, and the pro- 
portions for the treated and untreated groups are 36 per cent. and 39 per 
cent. respectively. The distribution of type of cells is roughly the same for 
the two groups. The vast majority consisted of squamous and ‘oat’ cell 








Age-group 
30 | 35 | 40 | 45 | 50 | 55 | 60 | 65 | 70 | 75 
Sex |<30| to} to | to | to | to | to | to | to | to | and | Total 
34 | 39 | 44 | 49 | 54 | 59 | 64 | 69 | 74 |over 

Not | Males - 2 3 5 | 10 | 83 | 30 | at | 2g 9 8 | 126 
treated | Females | — 1} 3 3/—| 1 2 7 I 2 I 21 
Total — 3 6 3 | 20 | 24 | 32 | 28 | 26 | 22 9 | 147 

Treated | Males | - 6 6 | 18 | 30 | 30 | 31 92 | a1 4 | 178 
Females I _ 2 I I 6 3 I 4 3 22 

Total I - 8 7 | so | 36 | 33 | $2 | 96 | a8 4 | 200 

All cases | Males 2 9 | uz | 28 | 43 | 60 | s2 | 57 | 30 | 12 | 306 
Females I I 5 4 I 5 8 5 5 1 43 

Total I 3 | 14] 15 | 29 | 50 | 65 | 60 | 62 | 35 | 13 | 347 











TaBLeE IJ.— Distribution of patients with carcinoma of the lung, according to age and sex. 


tumours. Only four cases were papillary or adenocarcinoma, which suggests 
that most of these were probably selected for surgery. 


ANALYSIS 
Table II shows the age and sex distribution of patients; it reveals that more 
than half the patients were aged between 55 and 69. The age distribution is 
more or less the same in both 


CASES the treated and untreated 
groups (fig. 1). 
a “et In assessing the response 
, m atl to radiotherapy, the total num- 
“sgh YY. | worse ber of treated patients is 


: divided into those who were 
treated by different dosages 
and by different methods. 
The dosage evaluation is made 
in five groups, starting with 
a dose of 200or, and increas- 
40 50-59. ing in groups of rooor, up to 

Fic. 1.—Percentage age distribution of patients @ dose of 5000r or more. 
with carcinoma of the lung. The degree of response is 
assessed a month or two after 

termination of therapy and is divided into ‘excellent’, ‘good’, ‘slight’, or 
‘none’. The response is considered to be excellent when there are hardly 
any objective signs or symptoms; ‘none’ indicating that there is not even 
symptomatic improvement. The group ‘not known’ consists of those patients 
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who did not attend the hospital in the first two months and no personal 
assessment was obtainable. Some of these patients lived only a short time 
whilst others were among the longer survivals. Table III shows high pro- 
portions of excellent or good responses in the patients who were treated with 
a high dose of 400or or over, but there was a valuable symptomatic response 
in the groups of patients who received the lower dosage. 

Initially there were no standardized methods used in the department, 














Response 
Dose | Total | | 
Very Good Slight | None known Not | Grand 
good | cases known total 
Under 200or 2 2 4 7 Il 
- (50) (50) (100) 
2000 to 2,999r 16 8 24 9 } 33 
(66.7) (33-3) | (100) 
3000 to 3,999r 4 31 16 | 51 20 71 
(7.3) (60.8) (31.4) (100) 
4000 to 4,999r | 13 29 13 1 56 15 71 
| (23.2) (51.3) (23.2) (1.8) (100) 
Over s5o0o0or 3 6 4 13 I 14 
(23.1) (46.1) (30.8) (100) 
All dosages 20 84 43 I 148 52 200 
(13.5) (56.8) (29) (0.7) (100) 
j 








TasB.e III.—Distribution of patients with carcinoma of the lung treated by deep x-ray 
therapy, according to dosage and response. The figures in brackets denote percentages. 


and each patient was treated by a variety of techniques, and therefore it is 
impossible to estimate the value of each on a statistical basis. 

The majority of patients were treated by simple methods but, neverthe- 
less, it was observed that the symptomatic relief was more or less the same 
as in the group of patients who were treated by elaborate techniques. In 
each group about 70 per cent. of the patients obtained either very good or 
good symptomatic results, but the percentage of objective improvements 
was higher among those treated with elaborate techniques and a higher dose, 
and those patients also had a better survival rate. Of 23 patients who survived 
a year or more, 16 were treated to a dose higher than 4ooor. 

The survival time was measured from the day when the radiotherapy 
course was terminated. The difference in survival time between treated and 
untreated cases (table IV) is appreciable and statistically significant, not 
only in the immediate response (i.e. within three or twelve months), but 
also in the long run (two or three years after completion of treatment). As 
most of the patients were in a very advanced stage of the disease, a survival 
rate of 4.5 per cent. for three years is not to be ignored. It is worth stressing 
that those who survived longer after the treatment have also enjoyed very 
good symptomatic relief, and therefore life was really worth while pro- 
longing. The figures in table V are significant enough to suggest that the 
higher the dose the better the expectation of life. It is recognized that the 
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INOPERABLE BRONCHOGENIC 
lethal tumour dose for a squamous cell carcinoma is about 6ooor delivered 
within five to six weeks. To reach this dose, employment of an elaborate 
technique is necessary. 


DISCUSSION 
So long as the preventive and curative measures against bronchogenic 
carcinoma do not improve on those which are available at present, the 





Proportion alive at: 
Total 
cases 3 months | I year 2 years 3 years 
Treated 200 66.0 11.5 4.5 4.5 
Not treated 147 25.2 2 - 
All cases 347 48.7 7.8 2.6 2.6 








TaBLE 1V.—Distribution of patients with carcinoma of the lung treated by deep x-ray 
therapy, according to survival time. 


undeniable fact has to be accepted that a large majority of the cases present 
the problem of palliative treatment. It is beyond the scope of this article to 
discuss the value of chemotherapy and other pharmaceutical methods at 
our disposal but an attempt is made in this clinical trial to assess the value 
of radiotherapy in inoperable cases. It is undesirable to draw any dogmatic 
conclusions, especially if one accepts the unavoidable pitfalls of any clinical 
survey of this nature, but nevertheless certain deductions are admissible. 
The following policy has now been adopted in the Department since this 
survey was completed. Every case of bronchogenic malignant neoplasm not 
suitable for surgery is given the benefit of radiotherapy, unless the expect- 





Proportion surviving at: | 
Dosage Total 
cases 3 months I year 2 years 3 years | 
2000r 11 63.6 9.1 | 
2000 to 2,999r 33 57.6 3.0 
3000 to 3,999r 71 56.3 7.0 
4000 to 4,999r 71 | 77.5 18.3 11.3 11.3 
50oor and over 14 78.6 21.4 7.1 71 
All dosages 200 66.0 11.5 4.5 4.5 








TaBLE V.—Distribution of patients with carcinoma of the lung treated by deep x-ray 
therapy, according to survival time and dosage. 


ation of life is thought to be less than one month. Even in some of those 
unfortunate cases a short course of deep x-ray therapy is of help if severe 
respiratory symptoms are present, particularly if the pathology of the tumour 
suggests a radiosensitive growth. For these cases only a simple technique 
with low dosage is applied. 

In a case in which the immediate prognosis is not so alarming a fairly 
simple method of therapy is used with the intention of delivering a tumour 
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dose of up to 3000 to 4ooor. This can usually be achieved without pro- 
ducing any appreciable local skin and general systemic reactions. In a large 
percentage of these cases a good symptomatic response can be achieved with 
some prolongation of life. In cases in which a single lymph node is involved, 
the treatment of the primary should be extended also to the secondary 
deposit. In the presence of pleural effusion, aspiration of the fluid must be 
performed and, in accordance with common practice, a course of anti- 
biotics should never be omitted if there is any associated infective element. 

In more favourable cases in which the general condition is satisfactory, 
a course of therapy is indicated irrespective of whether or not severe 
symptoms are present. It is in these cases that the radiotherapist can not only 
bring comfort but has also the additional incentive of improving the final 
prognosis and even producing a ‘cure’. Because of this, particular effort to 
obtain precision in the technique is fully justified in order to achieve an 
adequate tumour dose. It appears that a dose of 5ooor or over produces most 
survivals, and to achieve this dose, employment of time-consuming and 
elaborate methods is fully justified. This experience is shared by Smart and 
Hilton (1956), who indicate that a radical form of radiotherapy in early 
cases of bronchogenic carcinoma produces satisfactory results as compared 
with those obtained by surgery. It is hardly necessary to say that to obtain 
this result one must be prepared to cause some short-lasting discomfort to 
the patient, but it seems to be a price well worth paying. According to the 
recent reports on supervoltage therapy there is good evidence that with the 
use of more penetrating rays, generated by higher energies, the skin and 
systernic reactions can be minimized to a large degree. 


SUMMARY 

A review of 347 patients with inoperable bronchogenic carcinoma is 
reported. 

Of these patients, 200 were treated by radiotherapy, and an attempt is 
made to compare their progress with the 147 patients who received no 
therapy. 

The merits of simple as compared with elaborate techniques, and of low, 
as compared with high, doses, are discussed. Certain conclusions are 
drawn partly on clinical and partly on statistical evidence. 

Finally it is submitted that most of the patients found unsuitable for 
surgery should have the benefit of radiotherapy. 


It is with particular pleasure that I thank Dr. K. W. Cross, statistician to the 
Birmingham Regional Hospital Board, for his assistance in the statistical analysis. 
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SUPRACONDYLAR FRACTURES 
OF THE HUMERUS 
RESULTS OF MANIPULATIVE REDUCTION 


By ROBERT H. C. ROBINS, M.B., F.R.C.S. 
Senior Registrar, Princess Elizabeth Orthopedic Hospital, Exeter 


Tuls article presents the results of an unselected series of supracondylar 
fractures of the humerus treated by closed reduction. Its purpose is to show 
that these results are satisfactory in most instances, and therefore that 





(a) (b) 

Fic. 1.—Failure to appreciate medial deviation in a minor fracture. Cubitus varus 30°. 
(a) Note that deviation is seen only at the fracture site if the antero-posterior radiograph 
is taken with the elbow flexed. (b) Late appearances of elbow with deviation uncorrected 
by remodelling process. 


more elaborate methods are seldom indicated. Whilst the aim is to achieve a 
perfect reduction and to maintain it, there are occasions when imperfect 
positions must be accepted, particularly when the treatment of vascular 
complications takes precedence over that of the fracture itself. It has long 
been known that there are great powers of remoulding inherent in growing 
bone. Although it is true that this remodelling tends to correct persisting 
displacement, angulation is unaffected; hence the development of cubitus 
varus, the most troublesome feature of this series. The potential danger to 
the limb of circulatory impairment is considerable and such complication 
may result from unskilled treatment as well as from the fracture itself. ‘The 
main responsibility for treatment should therefore rest with the orthopzdic 
and accident service. 
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702 THE PRACTITIONER 


MATERIAL 
One hundred consecutive cases of supracondylar fracture of the extension 
type, treated in the Accident Service of the Radcliffe Infirmary, Oxford, 
during the six years, 1948 to 1953, have been reviewed. This number 





(a) (b) 


Fic. 2.—Failure to correct medial deviation 
during manipulative reduction. Cubitus 
varus 30 .(a) Initial displacement medially. 
(b) Fracture uniting with persistent medial 
deviation. Note again that this is dis- 
guised in the flexed elbow unless atten- 


appearance with elbow extended, reveal- 
ing cubitus varus. 





includes no fractures in which there was neither displacement nor angulation, 
nor three others in which the final result was not available for assessment. 
It is worth noting the relatively small number of fractures of the reversed or 
flexion type, which totalled but 12 during the same period. 

In tabulating the results, these 100 cases are divided into three groups 
according to the severity of the fracture :— 
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Group I: 23 fractures with angulation but without displacement. 

Group II: 27 fractures with displacement but without loss of apposition. 

Group III: 50 fractures in which there was total loss of apposition between the 
fragments. 

One case was complicated by severe vascular disturbance although the 
circulation remained temporarily impaired after manipulation in five others. 
There was partial involvement of the median nerve (mainly of its motor 
function) on five occasions, and radial and ulnar pareses were each seen once. 

The usual treatment was by early and accurate closed reduction, the 
position being maintained by a posterior plaster slab and a collar and cuff 
sling. In 19 patients manipulation was repeated once and in three patients 
twice. Open methods were used on only three occasions. 

Of these, one was an exploration of the antecubital fossa in the patient with severe 
vascular impairment and median paresis. Spasm of the brachial artery was relieved 
by open dissection, injection of procaine and stellate ganglion block. The other two 
operations were performed after failure to reduce the fracture by manipulation. 


RESULTS 
All the nerve lesions recovered completely without operative intervention, 
and no permanent ischemia was seen. All the fractures were united within 
the expected period of time. The assessment of treatment in terms of range 
of movement and the presence of deformity is summarized in table I. 











_ Result 
No 

Group of cases Good Fair Poor 

I 23 22 ° ' I 

I] 27 26 ° I 

Ill 50 44 3 3 

me 

lotal 100 2 3 5 | 





Tas_e I.—Results of treatment in 100 cases of supracondylar fracture of the humerus. 


‘Good’ indicates less than 10 degrees loss of movement either in flexion or ex- 
tension, and no varus deviation from the sagittal plane. (Loss of carrying angle alone 
was no significant handicap, nor was it cosmetically unsatisfactory.) ‘Poor’ means 
those in which either the loss of movement or the varus angulation exceeded 30 
degrees. In assessing the latter, the normal elbow was taken as a control and its 
carrying angle allowed for in measuring the actual varus angulation found in the 
deformed limb. This gives a truer indication of the persistent deformity at the 
fracture-site. ‘Fair’ indicates either loss of movement of between 10 and 30 degrees 
or a small varus deformity of less than 30 degrees. 


As expected, most of the unsatisfactory results were met in the severe 
fractures. 


Loss of movement.—Loss of movement was responsible for one fair and 
two poor results. One of the latter was the outcome of an open reduction, 
and it is probable that acceptance of the displaced position after manipulation 
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would have proved more satisfactory. In the other two instances there was = 
persistent angulation at the fracture-site in the lateral plane. T 


Deformity.—Cubitus varus accounted for three poor and two fair results. whic 
The poor ones required corrective osteotomy later. In all instances the cause 
of the deformity is apparent in the early antero-posterior radiographs, which 
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Fic. 3.—Failure to maintain reduction, partly due to insufficient flexion of elbow. Cubitus 
varus 50°. (a) Initial displacement medially. (b) Good reduction. Elbow insufficiently me 
flexed. (c) Recurrence of deformity. (d) Late appearance of elbow. 


dif 

show the fracture to be uniting with a persistent medial deviation at the by 
fracture-site. That this is associated with appearances of rotation in the th 
. . . . 

lateral view is only to be expected, but when the tilt is the other way no } g, 


harm follows. In only one patient was there any measurable increase in the | tic 
normal carrying angle, probably because the valgus position is counteracted | ™ 
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when the arm is supported at the side of the body by a collar and cuff sling. 

The common causes of cubitus varus are illustrated by three cases 
which compare the late radiographic appearances of the elbow with the 
position of the fracture at the time of early union (fig. 1, 2, 3). By contrast, 





| 


which | case 4 Shows the remarkable remoulding which occurs with growth when 


persistent displacement of the 
fracture is marked but angula- 
tion not significant (fig. 4). In no 
instance was there any late de- 
velopment of, or increase in, de- 
formity to support the view 
sometimes put forward that there 
is unequal disturbance of growth 
at the lower humeral epiphysis. 


DISCUSSION 
In this series the main cause for 














dissatisfaction is the incidence 
of cubitus varus, resulting from 
uncorrected medial deviation. 
In the five cases described, the 
initial displacement was always 
to the medial side and in two 
of them angulation passed un- 
recognized or was not corrected. 
In the other three, good posi- 
tions were lost when the swelling 
subsided, and twice this redis- 
placement was aided by insuffi- 
cient flexion of the elbow; in 
the third instance radiographic 
(b) follow-up was inadequate and the 
Fic. 4.—Fracture with lateral shift, uniting loss of position was not noticed. 
with pertinent dinplacement but gvod Attention to detail will mini 
modelling process. (a) Initial displacement mize this tendency to cubitus 
aoe a when re- varus. Given full anesthesia and 
radiographic control, good align- 
ment should be obtained in all cases, although perfect reduction may be 
difficult where there is gross displacement of the fragments accompanied 
by severe swelling. 

In the first stage of reduction, manual traction is applied to the extended arm and 
the correct alignment judged by comparison with the carrying angle of the normal 
side. This simple manceuvre, which will prevent any gross errors of medial angula- 
tion, is insufficiently emphasized in some of the standard textbooks. While main- 
taining traction, the small distal fragment is pushed forwards and the elbow flexed 
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to about 30 degrees above the right angle. Radiographs are taken in two planes and 
the alignment examined critically, particularly in the antero-posterior film. 

Once reduced, the fracture is held in a posterior plaster slab and collar 
and cuff sling with the elbow in the same amount of flexion, provided that 
this position does not prejudice the circulation in the hand. Careful radio- 
graphic follow-up is needed and remanipulation may be necessary after 
five to seven days. It is then usually possible to maintain with safety the 
flexed elbow, in which position the reduced fracture is stabilized by the 
tension of the triceps tendon. 

Fractures which give rise to difficulty are:— 

(1) Those which are irreducible and usually associated with much swelling and 
blistering of the skin. 

(ii) Those in which displacement recurs after an initial reduction. This mishap 
occurs particularly when adequate flexion of the elbow to ‘lock’ the fracture cannot be 
maintained. 

(iii) Those in which the vascularity of the limb is seriously impaired. 

In the first two instances it is permissible to accept a displaced position in 
the knowledge that remodelling will occur, but the persistence or recurrence 
of angulation is an indication for further manipulation, best performed when 
the swelling is subsiding. Where the circulation is severely embarrassed, 
an early and accurate closed reduction is the first essential. If this fails to 
bring improvement, or if it cannot be achieved, surgical exploration of the 
brachial vessels is usually necessary. 


SUMMARY AND CONCLUSIONS 

The results of manipulative reduction of 100 consecutive supracondylar 
fractures are presented; g2 were good. Emphasis is given to the prognostic 
importance of fractures where there is medial shift of the condylar fragment, 
because in all cases of troublesome varus deformity of the elbow, union had 
occurred with persistent medial deviation at the fracture-site. This deformity 
neither increased nor diminished with subsequent growth. The danger 
should be borne in mind in all fractures in which the initial shift of the 
distal fragment is to the medial side. Care is required to correct this deviation 
and to see that the correction is maintained throughout treatment. Apart 
from the occasional need to explore the brachial vessels, operative inter- 
vention is seldom necessary. 

The work upon which this article is based was done while I was registrar, the 
Accident Service, the Radcliffe Infirmary, Oxford, and I wish to thank Mr. J. C. 


Scott, Director of the Service, and Mr. R. G. Taylor, the Assistant Director, for 
their guidance and for permission to report on patients in their charge. 





Pat. 


Wi 
be 
raj 
fur 
ser 
po 
ph 


tir 


Ju 


*s and 


collar 
| that 
adio- 
after 
y the 
y the 


x and 


ishap 
ot be 


on in 
ence 
vhen 
ssed, 
ls to 


F the 


lylar 
»stic 
ent, 
had 
nity 
ger 


tion 
part 
ter- 
the 


for 





THE EVALUATION OF 
SKIN ANTISEPTICS 


By HUGH REID, M.D., F.R.C.S. 
Senior Surgeon, Royal Infirmary, Liverpool; Lecturer in Surgery, 
University of Liverpool 
THOMAS BLACK, M.B., M.R.C.P.Eb. 
Pathologist, Royal Infirmary, Liverpool; Lecturer in Clinical Pathology, University 


of Liverpool 


AND DOROTHY DEAN, B.Sc., A.R.I.C. 
Biochemist, Royal Infirmary, Liverpool 


NUMEROUS antiseptics have been advocated for preoperative skin dis- 
infection, but the general consensus of opinion over a period of many years 
(Rodriquez, 1928; Simmons, 1928; Bock et al., 1933; Simmons, 1933; 
Nye, 1937; Gardner and Seddon, 1946; Gardner, 1948) is that no prepara- 
tion has been found to equal tincture of iodine for rapidly and effectively 
disinfecting the skin. Unfortunately, tincture of iodine exhibits certain well- 
known disadvantages including :— 

(i) Blistering of the skin in hypersensitive individuals. 

(ii) Being a volatile substance, its effect is too transient. In this connexion, Bonney 
and Browning (1918) stated that a number of postoperative infections possibly arise 
because of the disappearance of the antiseptic from the field of operation. 

(iii) In the presence of blood the bactericidal value of iodine is reduced enormously 
(Fleming, 1924). 

In view of this, the aim of our investigations was to find a skin antiseptic 
without the disadvantages of iodine but, at the same time, equal to it in 
bactericidal activity, even in the presence of serum and, if possible, one with 
penetrative powers to reach organisms carried into the tissues by sutures, 
trauma and by sweating, so as to be effective against both superficial bacteria 
and those in the deeper layers of the epidermis. 


PRESENT INVESTIGATIONS 

We selected phenylmercuric dinaphthylmethane disulphonate (‘penotrane’) 
because, according to Goldberg et al. (1950), this colloidal organic compound 
rapidly and deeply penetrates living tissue, exhibits potent bactericidal and 
fungicidal activity which is increased rather than reduced in the presence of 
serum and, being protein substantive, its action is not transient. The com- 
pound was presented in the form of a tincture containing 0.1 per cent. 
phenylmercuric dinaphthylmethane disulphonate in 50 per cent. alcohol, 
with a suitable red-colouring agent. 

Experiments were carried out in an attempt to evaluate the effect of this 
tincture, compared with that of iodine (weak solution of iodine B.P.), by 
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using swabs to cultivate the superficial microbes, and macerated pieces of 
skin and subcutaneous tissue to cultivate growths of the organisms found 
in the depths of follicles and sweat glands. 


METHODS 
Twenty patients from the surgical wards were chosen at random for 
the experiments. All had ab- 
dominal operations, except 
three who had radical mastec- 
tomies. 

The method used for the 
preparation of the skin was the 
same for each antiseptic and 
for each case. The chosen area 
of skin was swabbed with 
methylated ether and divided 
into three parallel strips, the 
first of which was painted with 
iodine, the second left as it 
was, and the third painted 
with the tincture of ‘penotrane’ 
(fig. 1). In this way specimens 
were obtained from the same 
area of skin for comparison of 
the bacteriostatic effect of the 
two antiseptics under the same__‘ FI. 1.— Method of painting the skin with tincture 

eA ; of iodine, methylated ether and tincture of 
conditions. Methylated ether ‘penotrane’. 
is a very ineffective antiseptic 
and the area treated with it acted as a control. After preparation the whole 
area was covered with a sterile towel. 









Tincture 
of 1odune 


Mathylatad 
‘ether 


Tincture of 


‘perobura’ 


Br 





When the patient was placed on the operating table the sterile towel was removed 
and two swabs were taken from each of the bands of skin, plunged immediately into 
nutrient broth and incubated overnight at 37° C. Equivalent specimens of treated 
skin were then obtained by a modification of a technique described by Murphy 
et al. (1951), in which an incision is made across the bands of prepared skin with a 
knife having two parallel cutting edges 5 mm. apart. The strip of skin of constant 
breadth thus marked out was dissected from between the parallel cuts, and a sample 
of about 1 inch (25 mm.) long from each band was then dropped into separate 
sterile containers. 

Each sample was then divided into five equal segments by means of a specially 
constructed guillotine. Each segment was then macerated with a ground-glass pestle 
in a ground-glass tube containing 5 ml. of nutrient broth, and incubated at 37°C. 
overnight. After twelve hours’ incubation each broth culture, including control 
tubes, was subcultured on agar plates and the bacteria isolated were identified. 
Fifteen pieces of macerated skin and six swabs were examined from each patient. 
The presence or absence of micro-organisms was recorded and the results are listed 
in table I. 


All the subcultures yielded growths of Staphylococcus albus, which were 
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coagulase negative and did not ferment mannite or liquefy gelatin. In 
addition, the following organisms were found :— 


(a) Staphylococcus aureus (coagulase positive in one specimen) 

(b) Bacillus proteus (three specimens from a patient undergoing radical 
mastectomy) 

(c) A sporing anaerobe resembling Bacillus sporogenes (one specimen) 

(d) Diphtheroid organisms (six specimens) 

(e) Staphylococcus citreus (coagulase negative) in twelve specimens from one case 
and one specimen from another 





Number of positive cultures 





Skin segments macerated Swabs taken from skin 
Nature of operation by grinding in broth surface after pre- 
after preoperative operative painting 

painting with: with: 
‘Peno- ’ | ‘Peno- 
Ether | Iodine | trane’ | Ether | Iodine trance’ 
| 
| 1. Laparotomy 5 2 3 2 | 4 ° 
| 2. Laparotomy 5 ° 2 2 o. (| Oo 
| 3. Mastectomy 5 ° 2 2 ° ° 
| 4. Gastrectomy 2 | 3 2 2 7 I I 
| 5. Appendicectomy 5 | 2 2 2 | o re) 
| 6. Odphorectomy 5 | 5 3 2 | o ° 
| 7. Gastrectomy 5 3 5 2 | o I 
| 8. Herniotomy 5 2 2 2 | ° ° 
| 9. Gastrectomy 2 2 ° I ° I 
| 10. Laparotomy 5 ° ° 2 ° ° 
| 11. Gastrectomy 5 ° 5 2 ° I 
| 12. Cystectomy 5 2 3 2 | 0 ° 
13. Prostatectomy 4 ° 2 1 | © | © 
14. Herniotomy 5 4 5 2 2 } ° 
15. Prostatectomy 5 ° 3 2 I ° 
16. Colectomy 2 I 2 ° ° I 
17. Colostomy 5 I I 2 I ° 
18. Mastectomy 5 3 ° 2 I I 
19. Laparotomy 5 2 I 2 I ° 
20. Gastrectomy 5 I I 2 2 2 
Total number positive go 33 44 36 10 8 
Average number of positives per 
case 4.5 iF 2:2 1.8 0.5 0.4 
Standard deviation 1.7 1.4 1.4 0.5 0.7 +0.6 








TaB_e I.—Positive skin cultures obtained after treating the skin with three antiseptics. 


Since there was a possibility of mercury being absorbed from the band of 
skin treated with ‘penotrane’, two twenty-four hour specimens of urine 
from each patient were examined for mercury on the days immediately 
following operation, with one preoperative specimen as a control. In no 
case was any mercury found. 

No allergic reaction or burning of the skin occurred due to the 
‘penotrane’. 


RESULTS 
The examination of the results in table I by statistical methods showed that 
the tincture of phenylmercuric dinaphthylmethane disulphonate and the 
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tincture of iodine have comparable bactericidal actions on both the super- 
ficial organisms and those resident in the depths of the skin, whereas 
methylated ether has a very feeble action (see also fig. 2). 


SUMMARY 
The efficacy of a tincture of phenylmercuric dinaphthylmethane disulphonate 
(‘penotrane’) as a skin disinfectant for the preparation of surgical cases was 





METHYLATED ETHER IODINE ‘PENOTRANE’ 


Fic. 2.—Subculture of broth cultures on agar plates from case no. 19 (laparo- 
tomy). S-shaped cultures obtained from swabs. Strokes obtained from 
macerated skin segments. 


tested under conditions of routine operative surgery, in comparison with 
tincture of iodine, with the following results: 

(1) The tincture of phenylmercuric dinaphthylmethane disulphonate had 
a bactericidal action comparable to that of tincture of iodine and superior 
to that of methylated ether. 

(2) There was no evidence with the tincture of phenylmercuric dinaphthyl- 
methane disulphonate of absorption of mercury through the skin. 

(3) The tincture of phenylmercuric dinaphthylmethane disulphonate 
produced no allergic reactions and no burning or irritation of the skin. 

It is felt that an antiseptic comparable to tincture of iodine in bactericidal 
activity, both superficially and at depth and which, at the same time, is 
better tolerated by the tissues, would be a satisfactory preparation of the 
skin for routine operative surgery. 

The authors are indebted to Ward, Blenkinsop & Co. Ltd. for the gift of ‘penotrane’, 
together with some apparatus used in these experiments. 
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ART THERAPY IN GENERAL 
PRACTICE 


By L. R. C. HAWARD, M.A., Dr. Psy. (LEYDEN), B.Sc. 


Consultant Psychologist to the Art Therapy Research Group; Senior Clinical 
Psychologist, Department of Psychological Medicine, Winterton Hospital, Sedgefield, 
Co. Durham 


Art as a therapeutic factor of self-expression has been recognized for almost 
as long as the history of medicine itself, but it is only in our own times that 
art therapy as an operational skill has been fully accepted. Whilst the first 
half of the century showed an increasing enthusiasm for psychiatric art, it is 
only in the present decade that the importance of its therapeutic role in the 
field of general medicine has been recognized and appreciated. 

Art therapy has many uses in medicine, the more important being :— 

(1) A pastime in the form of a useful and pleasing hobby. 

(2) A catalyst for the release of repressed or suppressed emotionality. 

(3) A means of giving information on the patient’s psychological state, particularly 
in cases of stress which may be a cause or concomitant of some organic illness. 

(4) A means of supplying material for psychological analysis. (Dax, 1953) 
Although psychological analysis is rather outside the scope, though not the 
ability, of the general practitioner, the other three uses are all appropriate to 
clinical practice. 


THE SCOPE OF ART THERAPY 
Psychological stress plays an important part in the many illnesses that bring 
the patient to the surgery, and it has been realized for a great many years that 
the complaints met with in general practice have their etiology in personal 
and domestic problems and psychoneurotic make-ups far more than in any 
other causal agent. 


A quarter of a century ago, Reynolds (1930) found that 21 per cent. of his 
unselected patients were unequivocally psychoneurotic, whilst in the same year 
Buck (1930) found a similar diagnosis in 45 per cent. of 2000 consecutive ambulatory 
patients. Halliday (1935), a little later, gave an illuminating analysis of 1000 sick 
insured patients in Glasgow, of whom no fewer than 34 per cent. were suffering from 
a ‘functional’ illness. Perhaps the most valuable aspect of Halliday’s research was 
the distribution of psychoneurotics among the various diagnostic ‘labels’: 39 per 
cent. of the rheumatic groups were really stress disorders, whilst the diagnoses of 
gastritis, debility, and anzmia disguised neurosis in 69 per cent., 61 per cent., 
and 41 per cent., respectively. In the statistical analysis made in general 
practice by Hopkins in 1955, stress disorders were found in 33 per cent. and 
51 per cent. of his male and female patients, respectively. That the problem is more 
basic to the individual than current problems of social adaptation or of gerontology 
is shown by the findings of McKinley (1956) that one-third of all army medical 
discharges are on psychiatric grounds. 


From this accumulation of evidence it can be fairly stated that one patient 
in every three who attends a general practitioner’s surgery is showing 
symptoms of psychological stress. In any one doctor’s case-load therefore 
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there will be a substantial proportion of individuals whose personal, 
domestic, or social difficulties are inextricably involved with their physical 
condition, and who require, and deserve, something more than an E.C.10, 
or referral to the hospital specialist services. The experienced physician 
knows this only too well, of course, but he may not be aware that art therapy 
is of proved efficacy, and can be instituted with little time or trouble on his 
part, and often with very rewarding results. I have described elsewhere 
(Haward, 1953) how the severe psychological stress suffered by long-term 
patients can be considerably relieved by art therapy, and there can be few 
other adjuncts of the total therapeutic regimen which can alleviate emotional 
stress and provide psychological support over such a wide spectrum of 
clinical disorders. 
THE METHOD 

What is art therapy? Basically it consists in encouraging the patient to take 
up water-colour (or poster-colour) painting as a special form of occupational 
therapy. It can be done equally well by the chronic bed-ridden patient or 
the ambulatory individual during his off-duty hours. Whilst for psychiatric 
purposes the art therapist is a competent artist with special training in his 
psychiatric-therapeutic role, in general practice no specific qualities are 
required save an interest in art and a real sympathy with the sick person. 
The British Red Cross Society, who for a long time now have shown a 
genuine understanding of this work, can usually supply some voluntary 
worker interested in helping in this way, who calls on and supervises the 
patients at home, and assists them in any way relevant to their needs. 

Getting the patient started is the great hurdle, and considerable encourage- 
ment is required at first, since most adults are particularly sensitive about 
their lack of artistic ability. This is usually overcome by asking them merely 
to play with colours—to paint at random with broad sweeps of the brush, 
using whatever colours they like. This serves a double function: not only 
are they then able to produce a creative work which by its very nature 
prevents criticism or comparison against some objective criterion, but they 
actually indulge in the most therapeutic form of self-expression available to 
them, and the non-representational imaginative types of artistic production 
which are often obtained in these early days indicate very clearly how the 
patient is relaxing his intellectual controls and gaining deepening levels of 
self-expression (Dewdney et al., 1956). When the patient is under too much 
tension of an obsessional kind, as for example in some gastro-intestinal 
disorders (Cattell, 1950), his intellectual controls will be too rigid for him 
to do even this, and with this type of individual the best approach is to 
provide him with black and white drawings which he can colour in, a 
method well suited to his meticulousness, and whose enforced rigidity 
enables him to avoid criticism by avoiding self-expression. Nevertheless, in 
selecting and handling the colours themselves the therapeutic process is 
initiated, and with careful handling by the therapist the more valuable 
developments of emotional expression will appear later. Care must be taken 
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sonal, to provide suitable material for colouring, for affronting the adult dignity by 
ysical | offering a child’s colouring book may squash the project right at the start. 
C.10, In my own experience of training art therapists and seeing the results of 
ician | their work, I have found that it has brought unexpected satisfaction and 
‘Tapy | Jasting happiness to a great number of people. It seems to be particularly 
n his | yseful in geriatric problems, easing some of the frustrations of early and 
‘here enforced retirement, 
term and giving the older 
few folk a new interest and 
ional sometimes a financially 
n of rewarding hobby. A 

deviant application of 

the therapeutic use of 
take painting, which has 
onal been widely applied in 
it or ex-servicemen’s homes 
atric and rehabilitation 
| his units, is the painting 
i of plain or relief 
—_ plaques made from 
bodies plaster of Paris, and 
ory some _ establishments 
the have found this a more 

satisfactory way of in- 
- troducing art therapy 
out under the guise of 
rely occupational therapy. 
ish, 
nly AN ILLUSTRATIVE 
ranted CASE 
hey It may possibly be in- 
> to Fic. 2. structive to examine a 
-_ particular case. This 
the is of a woman under- 
of going considerable 
ich domestic stress, who 
nal contracted pulmonary 
_ tuberculosis. There is 
to a formidable array of 
dus evidence to support the 
ity view that the onset 
” and course of this 
- disease may be much 
le influenced by emo- 
o tional tension. Witt- 
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kower (1949) shows that situations which endanger the delicately poised 
security system of the patients often precede the onset of the symptoms of 
tuberculosis, and O’ Neill (1955) suggests that a possible stress mechanism 
in infectious diseases is that emotional tension lowers the resistance of the 
patient to the invading 
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organism. | ei 
: ; : _——— 
This patient was pre- “4 . yy) Vo 
scribed complete bed-rest, ‘| ~ VG 


and chemotherapy was in- 
stituted. The art therapist 
called and encouraged her 
to take up painting, and 
after some hesitation she 
agreed, producing the 
purely abstract picture 
shown in figure 1. The 
therapist reported that she 
showed signs of consider- 
able emotional tension, and 
in the weeks that followed 
her successive pictures (fig. 
2 to 5 inclusive) showed an 
obvious and positive corre- 
lation between her overt 
behaviour and the vivid- 
ness of colour and _tor- 
tuosity of line. At the end 
of this first period, which 
had been marked by ex- 
aggerated emotional be- 
haviour (including exten- 
sive somnambulism) on the 
one hand, and no appre- 
ciable clinical response to 
chemotherapy on _ the 
other, she appeared to 
settle down, and her paint- 
ings show, during this 
interim period, a struggle 
between emotional expres- 
sion and intellectual con- 
trol. A good example of 
her work during this period 
is shown in figure 6, in 
which both the formal 
elements imposed by a 
growing intellectual con- 
trol and the still uncon- 
trolled aspects of emotion- 
ality find expression in the 
same picture, for which 
her caption ‘A Quiet After- 
noon’ appears to be very 
much a misnomer. The 
beginning of her third 
period, when the more 
urgent of her personal 
problems had been settled, 
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at least temporarily, is shown in figure 7, the subject of which forms an extremely 
interesting and significant bridge in the transition from purely abstract painting to 
— of the more conventional landscapes which followed (fig. 8, 9). 

anism 
of the | Whilst a ae analysis and interpretation of the paintings yielded 
important information 
on the nature and direc- 
tion of the patient’s 
stresses which could be 
useful to her physician 
in understanding her 
needs, such informa- 
tion was available only 
to a therapist trained 
to extract it. Neverthe- 
less, the discerning 
clinician can see by 
superficial examination 
of this series the trend 
towards intellectual 
control and convention- 
ality, and few ex- 
perienced physicians 
would miss the sym- 
bolism of figure 7, in 
which the more turbu- 
lent elements of emo- 
tional _ self - expression 
have been ‘put behind 
bars’. In this last period 
her paintings lose the 
intense personal effect 
experienced in the 
earlier ones. They are 
conventional, stilted, 
fully controlled, and of 
barely average artistic 
ability, corresponding 
with her subdued emo- 
tionality and improved 
clinical progress. 

The question may 
reasonably be asked: 
‘Did her paintings con- 
tribute towards, or 
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Fic. 9. 


Fic. 1-9.—Consecutive series of drawings by patient with 
pulmonary tuberculosis. merely reflect, the pro- 
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gress of her psychological state?’, and this is a question which cannot 
be answered completely on any one individual case. Art therapy does 
reduce feelings of stress in a group to a quantifiable degree, and Dax 
has also shown that it reflects the patient’s emotional state. My own 
feeling is that it does both. There is no reason to suppose that 
either process is mutually exclusive. It is rather analogous to providing the 
visual indicator apparatus for patients with paralysed limbs. Spending a 
fixed period each day fixed to this apparatus, the patient, usually a polio- 
myelitis victim, endeavours to move the paralysed limb in the desired 
direction in order to raise the indicator to a higher level. Like art therapy, 
this apparatus provides a means of stimulating expression (in this case 
physical), at the same time indicating how much expression has taken place. 
Research has shown that the use of such an apparatus leads to a significantly 
earlier recovery. I venture to predict that introduction of art therapy would 
do the same. 


SUMMARY 

Surveys have shown that, in general practice, at least one patient in three is 
suffering from stress in one form or another, usually disguised by a variety 
of somatic symptoms. The role of art therapy, which has been shown to be 
a stress reducer, is described, and some features of a typical case illustrated. 
By recommending art therapy to his patients, and seeking the cooperation 
of the British Red Cross Society who can provide such services, the general 
practitioner is adding a valuable adjunct to his therapeutic programme. 


I should like to thank Mr. Bruce Goodman, art therapist, for obtaining the 
paintings illustrated for me, and the patient-artist for her permission to reproduce 
them. 
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GENERAL PRACTITIONERS’ FORUM 
GENERAL-PRACTICE MIDWIFERY 


By E. V. KUENSSBERG, M.B., Cu.B. 
AND S. A. SKLAROFF, B.Sc. 
Edinburgh 


THERE is clearly a need for outlining what good general-practice midwifery 
might be in terms which would enable a proper balance to be kept between 
the work of the maternity hospital and of the general practitioner. ‘The 
present article sets out the considered opinions of a group of Scottish general 
practitioners about their experience, qualifications, procedures and prob- 
lems in domiciliary midwifery. These doctors share the assumption that 
general-practice midwifery can be of benefit to their patients and rewarding 
to themselves, but they also indicate in what way their efficiency and 
collaboration with the other medical services could be improved without 
losing their responsibility for the general medical care of their patients and 
their families. 


SCOPE OF INVESTIGATION 
Through the South-East Scotland Faculty of the College of General 
Practitioners, all the Scottish members and associates of the College were 
sent a questionnaire in October 1956. Apart from questions on type of 
practice, qualifications and type of experience, they were asked about the 
services which it was assumed a mother would reasonably expect from her 
family doctor when she booked for her confinement :— 

(1) All the necessary advice on the available social services, or a referral to those 
who know. 

(2) Adequate antenatal supervision. 

(3) Attendance at labour. 

(4) The giving of relief from pain (whether by relaxation method or drugs). 

(5) Supervision during the lying-in period. 

(6) Advice and help in the early weeks of the new baby’s life. 

Questionnaires were returned by 173 doctors, representing 43 per cent. 
of the total membership of the Scottish Faculties of the College of General 
Practitioners. Included in this total were 11 doctors who did not undertake 
any maternity work. The attitudes, opinions and experience of general- 
practice midwifery given here belong therefore to the 162 doctors who 
returned a completed questionnaire and who were currently engaged in 
midwifery. As a sample of the members and associates of the College in 
Scotland, the 173 doctors who returned questionnaires over-represented the 
South-East Scotland Faculty (based on Edinburgh) in which there was a 
special follow-up. In the other faculties, the lack of a follow-up may have 
tended to select the more enthusiastic and interested practitioners who 
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returned their questionnaires without a reminder. The 173 doctors also 
over-represented those doctors who qualified during or after the 1939-45 
War. In one important respect, however, these doctors did not differ 
from those who failed to return questionnaires; there was no marked dif- 
ference in their formal qualifications. It may be that members and associates 
of the College of General Practitioners differ from non-members, but we 
have no evidence about this. 

Although a wide variety of types of general practice are represented by the 
cooperating doctors, the majority of them—two-thirds—were working in 
various types of urban practice; the remainder were in practice in country 
mining areas or in rural areas. 


THE PRACTITIONERS’ EXPERIENCE OF MATERNITY WORK 
The interest in maternity work by the doctors who returned the question- 
naire is illustrated by the fact that over two-thirds of them completed figures 
relating to their maternity cases from their own records. Records covering 
three years or more were cited by 45 per cent. of the doctors; these records 
alone referred to 9,916 births. Many doctors provided figures for longer 
than the three-year period suggested in the questionnaire. The total number 
of births reported in the inquiry, for practitioners who returned figures 
relating to a varying number of years, was 12,471. This represents an annual 
average number of 42 confinements per practitioner. 

A figure of 42 annual births might well be regarded as indicating a suf- 
ficiently continuous experience of maternity work and the total of 12,471 
births may be taken to constitute a sufficiently large series ot confinements 
to warrant attention being paid to the doctors whose experience and 
opinions are expressed in the answers to the questionnaire. 


QUALIFICATIONS FOR MATERNITY WORK 

Unlike England, Scotland does not insist that general practitioners should 
have a special obstetrical qualification or experience as a requirement for 
undertaking maternity work. Few doctors, in fact, suggested the adoption 
of the English system. The majority favoured ‘continued postgraduate 
education’ throughout their professional lives. Special formal qualifications 
in obstetrics and gynecology were reported by 15 of the 162 doctors. Special 
maternity experience, in the sense of residence for more than six months 
in a maternity hospital, was recorded by nearly a quarter of the doctors 
(42/162). The relevance of special maternity experience to differences in 
apprceach to general-practice midwifery is discussed later. 


ATTITUDE TO GENERAL-PRACTICE OBSTETRICS 
The majority of the 162 doctors (150) supported the view that it was the 
job of the family doctor to undertake maternity work, whilst 108 expressed 
a specific liking for it. That it ‘was customary in their area’ was given as one 
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of the reasons for undertaking midwifery work by 60 doctors, whilst 16 
stated that there was no-one else to do maternity work. Evidently, the 
majority of these doctors undertook maternity work because they liked it 


Continuity of care by practitioner * — 
Frequent antenatal examinations 





Attends labour personally whenever possible 
Routine follow up during puerperium 


Routine follow up in 6 weeks following puerperimiin 





Advice’and information by practitioner * — 





Social insurance benefits explained 


Mothercraft )Given by practitioner 
Instruction fClinic attendance encouraged 
Special baby sessions held 








Breast feeding encouraged 





Health Service co:laboration * — 
Help from other practitioners 





Consultant help (in past year) 





Special use of health visitors 


Antenatal examinations with midwife EEA) 


Participation in training of midwives 








Relief from pain ‘- 
Analgesia used regularly 


Anzsthesia used whenever possible 
Relaxation methods encouraged 


Fic. 1.—Diagram showing indexes of general-practitioner midwifery. 


and also because they thought it was part of their job. This view is sup- 
ported by many of the comments which the doctors added to their 
questionnaires. 


CONTINUITY OF CARE 

The value which the general practitioners placed upon continuity of atten- 
tion to the needs of mother and child is summarized in fig. 1. ‘The majority 
of the doctors (159/162) said that they ‘always’ examined their booked cases 
‘more often than the three statutory occasions’ of the National Health Service 
regulations. The majority (84 per cent.) also said that they attended their 
own deliveries whenever possible; the remainder stated that they attended 
at the request of the midwife, chiefly in special cases. For medical care after 
confinement, only 11 of the 126 doctors said that they visited the mother 
less often than five times during these first two weeks. In the six weeks 
following the puerperium, routine visits to the mother and child were 
reported by nearly three-quarters of the doctors; 77 of the 162 doctors 
visited more often than three times. 
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ANTENATAL CARE AND COOPERATION WITH HOSPITAL 
AND LOCAL HEALTH AUTHORITY 
Although the majority of doctors did not report cooperation during the 
antenatal period with the midwife, there was a substantial minority who 
did. Thus, 16 of the 162 doctors said they held antenatal examinations in 
conjunction with the midwife during their ordinary consulting hours, whilst 
33 held special clinic sessions with the midwife at their own surgeries, 
Altogether, 35 doctors carried out antenatal examinations in conjunction 
with the midwife in the patient’s home. It is of interest that 20 of the latter 
doctors had introduced such cooperation during the previous three years. 
A majority—but a small one—of general practitioners said that they 
regularly carried out antenatal supervision for their specialist ‘hospital- 
booked’ patients (82/162); 49 sometimes did so, whereas 30 definitely did not. 

Difficulty in obtaining specialist help in the antenatal cases was reported 
by only three doctors. Apart from doctors who said they would like better 
laboratory facilities, no other deficiency in the hospital service was specially 
mentioned for the antenatal period. Nearly two-thirds of the doctors (65 per 
cent.) said that they wanted a nurse with health-visitor training to be 
attached to their practice (for country areas, the district nurse). Some 
doctors suggested that the nurse should attend at certain sessions and others 
that her services could be shared between several practitioners. Of the 68 
doctors who did not desire the services of a nurse, only five already had such 
assistance. 

Although many of the doctors (61 per cent.) were satisfied that they could 
give adequate advice to their patients on the benefits to which they were 
entitled under the National Health and Social Insurance Acts, as many 
as 66 said that they would like such advice to be given by the local authority, 
through an almoner. Nearly half the practitioners reported that they were 
able to give mothercraft instruction and a similar proportion said they 
encouraged their patients to attend mothercraft clinics. 


CONFINEMENT PROCEDURES AND COOPERATION WITH 
HOSPITAL AND LOCAL HEALTH AUTHORITY 
Analgesia.—The majority of doctors (152/162) stated they used analgesia 
regularly; 70 either gave analgesia themselves or had it administered while 
they were present; the other 82 usually consented to the administration of 
analgesia at the request of the midwife without necessarily being present 
themselves. Few doctors said they left the administration of analgesia 
entirely in the hands of the midwife. These practices are consistent with the 
fact that the majority of doctors reported that they attended their confinement 
cases. Only a few doctors said that they definitely did not encourage relaxa- 

tion methods. The majority said they did so for suitable patients. 
Anasthesia.—More than two-thirds of the doctors administered anesthesia 
whenever possible at the appropriate moment during the second stage of 
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labour. One-fifth reported that they hardly ever did so and less than one- 
tenth (g per cent.) reported giving anzsthesia only for instrumental 
deliveries. It is noteworthy that the 48 doctors who gave anesthesia rarely 
or for instrumental deliveries only were not necessarily absent at their 
patient’s confinement. Although one said that he attended only in special 
cases, the remainder attended their confinements whenever possible. 

Specialist services—The majority of doctors reported no difficulty in 
obtaining the services of hospital specialists or of the ‘flying squad’. Three 
doctors reported having had difficulty in obtaining specialist advice for a 
patient during labour and three others said that they had sometimes had 
such a difficulty. Altogether, 23 doctors desired improvements in the ‘flying 
squad’ services. Only four doctors reported any difficulty in obtaining 
emergency admission to a specialist hospital. Nearly all the doctors (89 per 
cent.) had asked for and received help from a consultant in their maternity 
work during the three years prior to the survey. 

Practitioners’ criteria for hospital admission——The most commonly 
mentioned reason for priority admission to a hospital by the general 
practitioner, apart from medical reasons, was a poor obstetric history, in 
particular a record of previous dead children. Of the other specified reasons 
for hospital admission, one-third of the doctors gave top priority to primi- 
gravid over 30 years and 23 per cent. said they gave top priority to all 
multiple births. ‘The next priority was multiparity after the fourth birth; 
this was given top priority by only six of the doctors. 

Desired improvements in obstetric services.—Access to general-practitioner 
maternity beds was desired by two-thirds of the doctors. In fact, less than 
one-third (27 per cent.) of the doctors had such access, so that nearly all the 
doctors were in favour of general-practitioner hospital beds. Home help 
services were mentioned by 72 doctors (44 per cent.) as requiring improve- 
ment. Special nursing services for premature babies were desired by nearly 
a quarter (39/162) of the doctors. Although the majority of doctors were 
satisfied with the midwife services, 29 thought that improvements were 
desirable. In this connexion it is of interest that, although family doctors 
have no contractual obligation to train midwives, more than a quarter of the 
doctors in this survey had pupil midwives regularly at their cases. The 
provision of domiciliary nursing equipment was thought to require extension 
by 23 of the doctors. 

Cooperation between practitioners.—The majority of doctors reported that 
they had arrangements for mutual help with neighbouring colleagues; 11 per 
cent. were unable to obtain such help. 


MEDICAL CARE AFTER CONFINEMENT AND COOPERATION 
WITH HEALTH VISITOR OR DISTRICT NURSE 
The continuity of care by the practitioner of the mother has already been 
noted to extend, for the majority of doctors, beyond the confinement to 
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include the care of the baby as well. Most doctors (93 per cent.) said that 
they encouraged breast feeding; only seven said they never encourage breast 
feeding: they presumably left the decision to the mother or nurse. Nearly 
half (47 per cent.) of the doctors claimed it as desirable to have a special 





























With special Without special 
degree and/or degree and/or 
experience experience 
per cent. per cent. 
Practitioners using health visitors 39 36 
Practitioners giving mothercraft instruction 50 40 
Practitioners making routine follow-up after 
puerperium 89 89 
Practitioners making frequent antenatal ex- | 
aminations 98 98 
Practitioners having midwife cooperate ante- 
natally 32 43 
Practitioners attending labour personally when- 
ever possible 89 85 
Practitioners giving analgesia themselves 75 76 
Practitioners encouraging relaxation 53 34 
Practitioners administering anesthesia whenever 
possible 79 65 
Total number of doctors 57 (100%) 105 (100%) 











Tas_e I.—Comparison of doctors with and without special degrees and experience for 
certain obstetrical practices. 


mother and baby clinic held in conjunction with the health visitor or district 
nurse. Although more than a fifth of the doctors did, in fact, hold baby 
sessions, only 8 per cent. of them reported that a health visitor or district 
nurse was normally present at these sessions. The fact that, in general, 
nearly two-thirds of the practitioners did not make special use of the health 
visitors suggests that cooperation between the practitioners and the local 
authority services is not as close as the practitioners would like it to be. 


SOME CRITERIA OF COMPETENT GENERAL-PRACTICE 
MIDWIFERY 
The doctors in this survey were asked to record their regular routine 
regarding antenatal visits, confinement procedures and the postnatal care 
of mother and child. It would be unrealistic to suggest that all the doctors 
carried out all of their stated routine all the time. The circumstances of 
general practice are too unpredictable for this to be the case. If certain 
criteria of adequacy of care are applied to their stated routine, however, it is 
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possible to assess how far their approach to general-practice midwifery can 
be regarded as indicating competence. Figure 1 shows that 70 per cent. 
of the doctors satisfy most of the specified criteria of competence. 

The relationship between these ‘indexes of competent general-practice 





Doctors with | Doctors without 


postgraduate | postgraduate Total 
qualification | qualification (162= 100%) 
(49= 100% (113 =100°%,) 
No. |per cent.| No. |per cent.| No. |per cent 
ace iceiactias —— aes ae . 
State that own practice gives 
sufficient obstetric opportunity 30 61 60 53 go 56 
Say that they attend postgraduate 
course and obstetric clinical 
meetings 35 71 72 64 107 66 
Say that they pursue _post- 
graduate education through 
liaison with local maternity 
hospital | 2 49 71 63 95 59 
Suggest improvements in their 
own medical training 24 49 63 56 S 54 











TaBLeE II.—Attitude towards maintaining obstetric skill in relation to postgraduate 
qualification. 


midwifery’ and the doctors’ possession of special degrees or special maternity 
experience is summarized in table I. Although relaxation methods appeared 
to be favoured more by the specially qualified doctors, there were no marked 
differences in the other criteria between the specially qualified and the 
other doctors. (None of these differences was statistically significant at the 
5 per cent. level.) Less than a quarter of the doctors practising ‘competent’ 
midwifery, on the criteria chosen, were specially qualified in maternity work. 
It may be that the doctors in this survey were somewhat better experienced 
or qualified for maternity work than others. About half of them had qualified 
after 1940 and would therefore have entered general practice since the 
beginning of the National Health Service; these may well have found that 
only those doctors who had sufficient experience (with or without higher 
degrees) would succeed in being appointed to vacancies or accepted as 
partners in the highly competitive world of general practice. 


GENERAL PRACTITIONERS’ ATTITUDE TO QUALIFICATION 
AND TRAINING 
More than half the doctors (56 per cent.) were satisfied that their oppor- 
tunities to practise midwifery were sufficient to maintain their level of 
skill; the remainder—just under half—expressed some dissatisfaction with 
their present opportunities. In answering the question on the way in which 
they maintained their skill, 107 practitioners (66 per cent.) said they attended 
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postgraduate courses (formal and informal) and 95 (59 per cent.) said they 
maintained close liaison with the local maternity hospital. A study of the 
general comments on this question revealed that there was a large number of 
general practitioners who wanted some form of maternity hospital residence, 





More G.P. beds i 
Health visitor attached to practice 


Maintaining of skill i Fy 





G.P. training 





Baby session with health visitor 
Home help 
Other authority to undertake 
social medicine advice 
Domiciliary nursing equipment 
and midwife / 
Premature babies domiciliary 
service 
Flying squad ‘4 
Laboratory services 
After-care services 
Specialist services 
Intranatal specialist help 
Emergency admissions 
Antenatal specialist help 
Fic. 2.—Diagram showing percentage of practitioners requesting improvements in 
midwifery services. 
extending from one weekend to a month at annual or less frequent intervals. 
That the possession of postgraduate degrees is not exclusively associated 
with a marked interest in postgraduate education is shown in table II. It 
shows that there are no outstanding differences in the experience of, and 
attitude towards, postgraduate education of those already highly qualified 
and experienced and those doctors who were not so qualified. In fact, 
doctors who had special obstetric diplomas were found to criticise their 
own training for general-practice midwifery as often as did the others. More 
than half the doctors (54 per cent.) stated that their initial formal training 
for obstetric general practice had been inadequate. 


DISCUSSION 
The doctors whose experience of, and approach to, general-practice midwifery 
are summarized in this report may not represent all the doctors in general 
practice in Scotland, nor even all those engaged in midwifery work. On the 
other hand, their replies to the questionnaire indicate that they have a 
genuine interest in their midwifery work as one of the many aspects of their 
continued care of their patients. The problems of these doctors can be 
divided into two groups: (1) problems of collaboration with other branches 
of the Health Service and the facilities for general-practice obstetrics (see 
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fig. 2); (2) problems concerned with their qualifications and training for 
general-practice maternity work. 

Although a majority of doctors endorsed the value of having a health 
visitor attached to a general practice, they did not report a very close 
collaboration between themselves and the health visitors; this lack of liaison 
appeared particularly marked for the postnatal care of the mother and child. 
Many doctors also expressed a desire for increased midwife collaboration in 
the antenatal period. Again, although more than two-thirds of the doctors 
participated in the training of midwives, a substantial minority of them (18 
per cent.) desired improvements in the availability of midwives or in the 
quality of their training. ‘These requests may reflect the fact that at present 
the midwife services are organized and administered by doctors in the public 
health service who do not themselves practise midwifery and who therefore 
have perhaps too little contact with general practice. Even where the midwife 
services are administered by the teaching hospitals, the district work tends 
to be supervised by doctors and midwives more conversant with day-to-day 
hospital practice than with domiciliary obstetrics. ‘The fact that more than 
half the doctors said they carried out their antenatal examinations with the 
midwife implies that it would be desirable to extend such assistance to all 
practitioners. ‘The comments added by the doctors to their questionnaires 
indicated the high value they placed on the doctor-midwife ‘obstetric team’. 

Collaboration with the hospitals did not involve any special difficulties. 
It seems wasteful, however, that antenatal care of hospital booked cases 
should not be undertaken by the family doctor, particularly in country 
districts, where attendance at a local authority clinic would be more con- 
venient and time saving for the mother than attendance at a city hospital 
clinic. A few doctors reported difficulties connected with obtaining specialist 
help during the antenatal period or during or after labour. Others had had 
difficulty with emergency admissions. A large minority wished to have 
improved laboratory services and improvements in the flying squad services. 
These deficiencies directly concern the safety of the mother and the child 
and cannot be treated as trivial, although they were reported by relatively 
few doctors. A more searching follow-up of questionnaires in all the Scottish 
faculties might have yielded higher figures. Nearly all the doctors agreed on 
the importance of general-practitioner maternity beds. Since half of the 
doctors maintained that their midwifery practice was already sufficient in 
scope for them to maintain their obstetrical skill, this request for maternity 
beds could not represent simply a demand for more maternity cases. It seems 
reasonable to suggest that the general-practitioner maternity bed was at 
least partially recommended in the interests of the mother herself. The 
existence of these various needs emphasizes the desirability of having 
increased general-practitioner representation in the making of local health 
service policies. 

The lack of any marked difference in the approach to general-practice 











726 THE PRACTITIONER 


obstetrics between those doctors with specific obstetric qualifications and 
those without such qualifications suggests that the English practice of the 
obstetric list may be less desirable in Scotland than in England. The benefit 
to the mother of treating obstetrics as a part of ordinary general practice 
would be augmented if in undergraduate teaching closer attention were paid 
to the special problems of general-practice obstetrics. The same may be 
true of the training for the higher obstetrics diplomas and degrees. Special 
‘postgraduate attachment’ for a short period to a maternity hospital was 
recommended by several doctors and seems especially useful as a means by 
which the general practitioner could maintain his skill, enlarge the scope of 
his maternity experience and keep up to date with the latest obstetric 
procedure. 

There is clearly scope for more precise evaluation of general-practice 
obstetrics than this report provides. This depends upon the accuracy and 
scope of the general practitioner’s records. Despite the difficulty of keeping 
track of patients’ records in their transit to and from specialist hospital, 
and in spite of the fact that the National Health Service forms move with the 
patient, it still appears possible for the keen and interested general- 
practitioner obstetrician to keep ‘special’ maternity records. In this survey 
several doctors had their own specially printed maternity records and, as 
previously noted, nearly two-thirds of the doctors gave maternity figures from 
their records. To stimulate general-practice obstetrical record keeping it 
might be useful to devise a simple general method of recording and to 
institute half-yearly conferences with the regional obstetric hospitals where 
general-practitioner maternity and birth statistics could be reported and 
discussed. 

It is recognized that unambiguous figures of maternity cases in general 
practice may be difficult to acquire. In this survey, for example, not all 
doctors made it sufficiently clear whether their figures included stillbirths 
transferred to hospital, premature deliveries or only those cases actually 
confirmed by them. For these reasons no stillbirth rate was calculated for 
the entire series of reported obstetric cases, although more than 70 per cent. 
of the doctors reported stillbirth rates for their practice which were less than 
the 20 per 1000: that is, lower than the national average for Scotland in 1956. 
In the preparation of general-practitioner obstetric statistics, care should be 
taken to distinguish between booked and unbooked cases and also to record 
separately (1) cases transferred to hospital antenatally, (2) cases transferred 
in the intranatal period, (3) cases delivered at home. 


SUMMARY 
In October 1956 the members and associates of the Scottish Faculties of the 
College of General Practitioners were sent questionnaires about their 
experience, qualifications, procedures and problems in domiciliary mid- 
wifery. Replies were received from 173 doctors, 162 of whom currently 
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undertook midwifery. They constituted 43 per cent. of the total membership 
and were found to over-represent the South-East Scotland faculty and also 
doctors who had qualified during and after the 1939-45 War. Their formal 
qualifications were not markedly different from those of the doctors who did 
not reply. 

The doctors represented a wide variety of urban, mining and rural prac- 
tices but were all specially interested in domiciliary midwifery. Many kept 
their own maternity records. The total number of confinements referred to 
in their replies was 12,471, representing an annual average of 42 per prac- 
titioner. The majority said they liked maternity work and regarded it as a 
part of their job as general practitioners. 

Figures are given to illustrate how these practitioners undertook the 
continuous care of the mother antenatally, at confinement, and in and after 
the puerperium to a greater extent than that required of them by statute. 

The majority of the practitioners reported that they used analgesia 
regularly and anzsthesia whenever possible and that they encouraged 
relaxation methods. 

A third of the practitioners had special maternity experience and/or 
obstetric degrees. With reference to certain criteria, e.g. use of health 
visitors, frequency of visits, cooperation with midwife, use of analgesia, the 
specially qualified or experienced doctors did not appear to have any 
advantage over those not so qualified. It is suggested that this supports the 
Scottish practice whereby a special obstetrical qualification is not a pre- 
requisite for domiciliary midwifery. 

The following suggestions were made by the practitioners for the improve- 
ment of their domiciliary midwifery facilities (percentages in brackets 
indicate proportion of doctors who made specific suggestion) :— 

Wider provision of general-practitioner maternity beds (67 per cent.) (for 
the benefit of the doctor’s patients rather than as a means of increasing his 
opportunities to maintain his obstetric skills). 

Improved specialist consultative provisions during the antenatal period 
(2 per cent.); readier access to specialist help during and after labour 
(4 per cent.); extension of flying squad services (14 per cent.); improved 
laboratory facilities (11 per cent.); difficulties with emergency admission 
were reported by 2 per cent. Apart from these, few doctors cited deficiencies 
in the specialist obstetric services. 

Health visitors attached to practices or groups of practices (65 per cent.) 
and also special baby care sessions for mothers, with a health visitor in 
attendance. 

Extension of certain other local authority services: e.g. home help service 
(44 per cent.); special domiciliary nursing services for premature babies 
(24 per cent.); after-care services (7 per cent.); domiciliary nursing equip- 
ment (14 per cent.); availability of midwives or quality of their training 
(18 per cent.). 
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Most of the practitioners took part in some form of continuous post- 

graduate education, chiefly through contact with their local maternity 
hospital. They suggested closer liaison with special hospitals and the 
introduction of postgraduate short-term residencies. The practitioners also 
suggested that greater emphasis should be placed on domiciliary work in 
their initial training for general-practice midwifery. 
We wish to thank the 173 general practitioners whose replies and comments provided 
the material for this report. We acknowledge the support and intefest of the South- 
East Scotland faculty board of the College of General Practitioners and of Professor 
J. H. F. Brotherston of the Department of Public Health and Social Medicine in the 
University of Edinburgh. Part of the cost of this inquiry was met from funds 
donated by Pfizer, Ltd., to the postgraduate education committees of regional 
faculties of the College: of General Practitioners. Miss W. Laidlaw assisted in the 
preparation of the tables and diagrams. 

The conclusions are not necessarily those of the South-East Scotland Faculty. 


HOUSEWIVES WHO GO OUT TO WORK 


By H. J. PRATAP, M.B., Cu.B. 
Liverpool 


Why do married women go to work when they have a husband and, in many 
cases, children to look after? Is it because they like to go to work? Is it 
because they dislike housework? Is it because they enjoy the company and a 
little chat at work? Is it because they have more time on their hands and 
don’t know what to do? Is it because they could do with extra money, or 








Amount of Number of children 
housekeeping : Total 

money per week None I 2 3 + 

£4 to under £5 2 2 5 I I 11 
£5 to under £6 8 4 6 4 I 23 
£6 to under £7 2 10 2 2 3 19 
£7 to under £8 I I 5 3 I II 
£8 and over I I 2 
Total 66 











Tas_e I.—Housekeeping money of 66 Liverpool housewives. 


is it because they cannot manage on the housekeeping money they get from 
their husbands? With all these questions at the back of my mind I ventured 
with some trepidation to find out the answers. Would the housewives resent 
my intrusion into their private affairs? Would they resent my curiosity? 
Fortunately I was lucky. Every one of the housewives I asked was coopera- 
tive and willing to answer my questions and was indeed frank in answering 
the questions, and I express my sincere thanks to them. 
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SCOPE OF INVESTIGATION 
Over a period of twelve months during 1956-57 I asked the housewives 
who were working and who attended my surgery the reasons for their going 
to work. This practice consists almost entirely of working-class families. 
The total number of housewives 
questioned was 66 and their ages 
ranged from 22 to 60 years. 





Number of children 








None | One | Two | Three Four 
o_o a ce = i One housewife was 55 years of age. 
13 17 19 10 7 There were three wage earners in the 
: . house including a son who paid {1 
TaBLE II.—Housewives with number of  powards housekeeping. One housewife 


children of school age or under school age. pe : 
was 60 years of age and there were 
two wage-earners, husband and wife. 
In neither case were there any young children. 
Out of this total one, who has three children of school age, said she went 
to work because she loves work. ‘Two housewives said there was no need 
to go to work but they liked a few luxuries: e.g. one wanted a refrigerator. 
One has three children and the other has one child. The rest of the house- 
wives, 63 in all, went to work because they could not manage on the house- 
keeping money they got. 

Out of the total of 66, 35 housewives did not know what their husbands’ 
weekly wages were. ‘The amount of housekeeping money varied between £4 
and £8 per week (table I). ‘The number of children of school age or under 
school age varied between one and four (table II). Some housewives had 
wage-earning sons and daughters staying at home. I gathered that what 
they contributed for their upkeep was not adequate. 

There were four such families and the following is the amount contributed by the 
wage-earning son or daughter: 

Son £2 10s. a week 

Daughter £2 a week 

Daughter £1 a week 

2 Sons £1 10s. each a week. 
Some of them even borrowed money from their mother who was lucky if she 
ever got it back. 

Table III shows the amount of weekly wages of the husbands, and 


Lo-£7 | £7-£8 | £8-Lo | Lo-kio | fiofir | Lrr-£i2 | Lr2-£13 | 





7 11 9 nil I 2 I | 





TaB_e III].—Husbands’ weekly earnings. 


table IV shows details ot individual weekly wages, housekeeping money 
and the number of children. ‘The amount of money the husband kept for 
himself varied between nil in one case and up to a maximum of £5 Ios. in 
another case; in the latter the weekly wage was {11 and he has two children, 
and in the former the wage was £6 19s. and he has one child. 
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From time to time one reads or hears about housewives going out to work 
when they have a home to look after. Is it good for the home and the house- 
wife? The housewife on the whole would much rather stay at home and 
look after her home. Although in some cases the prices of foods, clothing, 


and the like are coming down, 
they have not come down 
enough to give the growing 
children all the food they 
would like and keepsthem in 
the clothes every housewife 
would like to see them in, on 
the housekeeping money she 
gets. What is the remedy? In 
many cases the husbands could 
increase the housekeeping 
money and do without some 
luxuries themselves: e.g. cigar- 
ettes, drinks, football pools. 

I believe that a mother who 
can stay at home can look after 
her home and children far 
better than if she has to go 
to work, be it in a part-time 
or a full-time job. Young 
children need a mother’s love; 
they like to talk to her, ask 
questions, be loved. What 
better person could there be 
than their own mother? How 
can any mother, no matter 
how she loves her children, 
do all she would like to do 
for them if she comes home 





Husbands’ 
weekly wage 
fsa 
£11 
Pg ¢ 
£10 
£8 10s. 
£8 10s. 
£8 6s 


£7 18s. 
£7 155. 
£7 15s. 
£7 10s. 
£7 10s. 
£7 10s. 
£7 45. 


£6 19s. 
£6 15s. 
£6 10s. 
£6 8s. 
£6 5s. 
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TasBL—E IV.—Husband’s wages, 
money and number of children of 31 Liverpool 


housewives. 


housekeeping 


tired and exhausted and irritable and with the housework facing her? 

If society really wants to curb the present trend towards increasing juvenile 
delinquency, then this is one of the problems that society will have to face 
sooner or later: how to help the housewife so that she can stay at home 
and do justice to her home and family. The welfare state does help some 
housewives through family allowances, school meals, and the like, but, 


more important still, the husbands could do better. 
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ROYAL SOCIETY OF MEDICINE 





DISCUSSION ON MANAGEMENT 
OF PRACTICE 


April 16, 1958 


AN INDUSTRIAL PRACTICE 

Dr. H. G. Barnes (7'ynemouth).—Our practice is two-thirds industrial and 
one-third suburban. The chief employment in Tynemouth, which has a 
population of 67,000, is in ship-building and ship-repairing, heavy and light 
engineering, the fishing industry, coal-mining and at the smaller factories on 
the trading estate. The practice includes about 8,400 patients and is shared 
by three partners. Its whole essence is the sharing of work and patients: we 
regard ourselves as an integrated whole rather than three separate units. 

We have two surgeries about 1} miles apart: one is in the residential area, 
and the other caters for the industrial area and the housing estates. We 
employ a caretaker, cleaner and one receptionist—the latter has been trained* 
in many duties, and our efficiency and speed of work depends a great deal 
upon her. We are prompt about our consultation hours and are strict with 
latecomers. In both surgeries time is saved by a buzzer system, for calling 
patients. We hold an antenatal clinic weekly—a maternity record is made 
out of a continuation card. We share surgery times so that each doctor holds 
nine surgery sessions a week. We have our own rota system within the 
practice. 

A typical day consists of an early morning round, morning surgery, visits 
continued into the afternoon, and two evening sessions. An analysis of the 
volume of work shows about 39,000 items of service between us annually— 
corresponding to 4.6 items per patient per year. Our attendance: visit ratio 
is 1.8 to 1. Midwifery averages 120 to 140 confinements a year. We have no 
outside appointments. Night calls vary considerably, each partner averaging 
20 a year. No doubt these figures may be thought unrepresentative of indus- 
trial practice. In 1952 there were two of us; we shared 7,800 patients. Our 
attendance :visit ratio was 1.3 to 1 and each partner averaged 70 services a 
day. After the Danckwerts Award we took in a new partner, and we now 
average 45 to 50 services a day. So our actual volume of work has greatly 
decreased yet the time taken is nearly the same, a good thing for both 
patient and doctor. I regret that I have no accurate figures of morbidity. 
Respiratory disease is overwhelmingly important, dyspepsia is very common, 
as are the rheumatic group, arterial disease, neuroses, accidents and sepsis. 

We concentrate on absolute essentials during examinations, records are 
June 1958. Vol. 180 (731) 
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kept very brief and our organization is geared to quick working, allowing us 
time to complete the work and to enjoy it. 


SEMI-RURAL PARTNERSHIPS 

Dr. W. F. Hudson (Banbury).—In my opinion partnership agreements in 
large partnerships are unnecessary and can be a hindrance to satisfactory 
practice. The interests of a retiring partner or of a widow will be adequately 
safeguarded by the remaining partners. ‘The accumulated wisdom of seven 
medical friends, we believe, assisted by an outside arbiter if necessary, is 
better than any possible partnership agreement. This revolutionary view is 
only applicable in the case of large partnerships and will doubtless be looked 
at askance by the British Medical Association. Before the National Health 
Service my partners and I spent several hundred pounds on agreements 
and had at no time made use of them. When another partner joined in 1950 
it was decided to have no agreement, and there have been no regrets. 

In the staffing of a central surgery, in addition to the secretarial and 
reception staff, we attach great value to having one full-time and one part- 
time nurse, who do the dressings, give many of the injections, sterilize the 
instruments, and test the urines. We are particularly impressed by the value 
of part-time married nurses and receptionists. A surgery appointments 
system is used, and a system of ‘zoning’ of visits has been started for all 
patients outside the town. ‘The practice area is divided into three segments 
of a circle, with an approximately equal number of patients in each, and 
each segment is served by two partners. The patients have appreciated the 
advantages of the system, and mileage has been cut by more than 1o per cent. 
The saving of time is considerable. Each partner is paid 4d. a mile towards 
car expenses from partnership funds. The partnership owns a spare car 
which is available at any time for any partner or for a locum. 

Finally, I would stress the importance of good relations, not only between 
partners but also between all the doctors in the district. This is the secret of 
good partnership management, and everything else is subservient to it. 


A HEALTH CENTRE 

Dr. J. D. Huntley (Harlow).—-In the new town of Harlow, Essex, all 
general practitioners work from group practice centres integrated in one 
building with the county health staff and a private dental firm. Five such 
centres have been provided by the Nuffield Provincial Trust, to whom 
economic rents are paid. Each centre caters for the needs of six to twelve 
thousand people and provides a homely atmosphere where everybody deal- 
ing with the general practitioner’s patient can easily discuss the particular 
problem of the moment with the person concerned. 

In Nuffield House, one such centre from which four of us practice, we 
employ a full-time secretary, to give continuity. Her office is large and 
provides a meeting place for discussion. Messages are left there throughout 
the day. The district nurse works in the building for an hour during the 
morning surgery, so that she can be of the greatest use to the practitioner. 
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He sees daily the health visitor, working from her office, and one of the 
group conducts with her two infant welfare clinics a week, when about sixty 
cases will be seen. Each practitioner runs an antenatal clinic for his own 
patients weekly, in the county wing, assisted by a midwife and health visitor. 
This close liaison between all those responsible for the mother’s care gives 
her confidence and leads to safe midwifery. Last year Harlow had the 
highest birth rate and lowest infant mortality rate in England. Our share of 
the former was 371 babies. Dental surgeons and general practitioners can 
discuss cases, and ‘gas sessions’ run smoothly and quickly. Rota systems are 
in operation but the patients are not pooled. It is possible therefore for the 
practitioners to have extra commitments outside the practice in infant 
welfare clinics, dental ‘gas sessions’, and as part-time medical officers to 
factories in the area. 

It is felt that a health centre should function as the headquarters of a field 
unit, led by the general practitioners and that the extra-hospital medical 
services for an area should be organized in this way. Good cooperation is 
essential and can be achieved. It leads to greater efficiency and gives added 
satisfaction to all. 

APPOINTMENTS SYSTEMS 

Dr. P. M. Higgins (Rugeley, Staffs.).—At our central surgery, serving a 
population of 13,500, and staffed by five doctors, we have been running an 
appointments system for nearly three years. Objections commonly advanced 
against appointments systems are: that the doctor should always be prepared 
to see any patient who attends at his surgery in case his need is urgent; that 
such a system will not work in industrial areas; that patients do not like it; 
and that patients who decide to come ‘on the spur of the moment’ might be 
put off. In actual fact, of course, the general practitioner is not always 
available and access to him is restricted in several ways. Our appointments 
system has not been the cause of any serious complaints; and the patient 
who might be put off if he had to make an appointment might equally be 
deterred by a crowded waiting-room. 

There is, however, one serious difficulty in running an appointments 
system: the great variation in the time needed for individual patients. This 
means that only an approximation is possible—but a sufficiently good ap- 
proximation to make such a system thoroughly worth while. An analysis of 
seven consecutive surgery sessions for one doctor in December 1957, 
showed that, out of 113 patients, 68 (61 per cent.) needed five minutes or 
less, 11 (7 per cent.) needed 10 to 15 minutes and only seven (6 per cent.) 
needed 15 minutes or more. The doctor who runs an appointment system 
must be prepared to use surgery time in a flexible and economical way so as 
to make sure that unnecessary delays are kept to a minimum. 

A prevalent belief about appointments systems is that they necessarily 
mean a delay of at least twenty-four hours. This is not so. As we use it in our 
practice, it is merely a convenient way of forming a queue—but a queue 
consisting of names in a book and not bodies in a waiting room. Three 
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patients are booked every 15 minutes, as and when they ask to be seen;| 
antenatal patients are seen at separate sessions and patients known to require} 
special examination are allotted a longer period. We use the system so as to| 
even out, so far as possible, the burden of work, but the staff know that the! 
patient is to decide and if he states that he wishes to see a particular doctor, 
at a particular session, then he is fitted in. Thus a delay that might be} 
dangerous is avoided. Certain facts suggest that there is normally a sufficient! 
number of non-urgent attendances to make an appointments system worth| 
while: the marked fall in attendances just before public holidays, and at| 
evening surgeries when the weather is bad, and the fact that many patients | 
need to attend more than once. 

An analysis of two 28-day periods in January and April 1955 showed that only 
40 per cent. and 36 per cent. respectively of attendances were for the first time; if 
attendances for one-day-illness certificates are subtracted, these percentages are 
reduced to 33 per cent. and 30 per cent. Of the 133 patients seen in seven consecutive 
surgeries in December 1957, 38 (33 per cent.) attended for the first time; 23 of these 
(i.e. 20 per cent. of the whole) could be considered ‘urgent’—they would benefit from 
being seen fairly shortly as opposed to those who would not suffer through delay. 

Further confirmation of the fact that the majority of attendances are not urgent 
arises from an examination of appointments actually booked: on three Mondays in 
October and November 1956, appointments had been booked—by midday the 
previous Saturday—for 49, 40 and 55 per cent. of the attendances at the morning 
surgery. For the other days in the four weeks studied, an average of 65 per cent. 
of patients had made their appointments for the morning surgery by the end of the 
previous day. For the evening surgeries between 74 per cent. and 95 per cent. of 
patients were seen by appointment—the figures being counted at least an hour and a 
half before the surgery began, so as to rule out casual attenders. 

In the week beginning March 10 this year, a count of appointments booked was 
made half an hour before the surgery began; in view of the small number waiting at 
the beginning of the surgery, these figures can be considered to indicate the ‘or- 
ganized’ stream of patients. At each of eight surgery sessions during this week an 
average of 78 patients (61 to 95) were seen, an average of 7 per cent. (4 to 14 per 
cent.) of appointments were booked but not kept, and an average of 78 per cent. 
(62 to 95 per cent.) of appointments were booked and kept. In this week, and in the 
week beginning December 9, 1957, there was an average of five patients waiting at 





9 a.m. to see three doctors and at 9.30 a.m. there was an average of seven patients 
in the waiting-room. Over the four weeks for which I have almost complete figures— 
in October and November 1956, December 1957, and March 1958—the number of 


patients counted (at half-hourly intervals) in the waiting-room never exceeded 21, | 
] 


although up to 125 patients passed through it at one session. 

Even when things do not go smoothly and delays occur, there is never the 
disorganization and gross overcrowding that were invariable features of the 
old system. Our waiting-room, which, with 60 seats, was far too small to 
accommodate the number who arrived—many of them an hour before the 
surgery started—is now much smaller, containing only 20 seats, and we 
have used the space thus freed to good advantage. 

The conclusions drawn from my experience are:—(1) That an appoint- 
ments system does indeed work in general practice—provided trained an- 
cillary help, covering most of the day, is available. (2) That it is indeed 
desirable: patients do not have so long to wait, overcrowding is eliminated, 
waiting-room space can be reduced and the organization of the surgeries 
is facilitated. 











e seen;| 
require| 
SO as to| 
that the’ 
doctor, 
ight be! 
ifficient| 
1 worth} 
and at) 
atients | 


1at only 
time; if 
ges are 
secutive 
of these 
fit from 
delay. 
urgent 
days in 
lay the 
10rning 
*r cent. 
1 of the 
ent. of 
randa 


ed was 
iting at 
he ‘or- 
eek an 
14 per 
r cent. 
in the 
ting at 
atients 
ures— | 
ber of | 
ed 21, | 


er the 
of the 
all to 
‘e the 
d we 


oint- 
d an- 
ideed 
ated, 
reries 








DISCUSSION ON MANAGEMENT OF PRACTICE 735 


RECORD KEEPING 
Dr. P. A. Walford (Felstead).—The golden rules of record keeping are:— 

(1) When the patient gets to the end of one illness and starts another, 
leave a space of two blank lines between the illnesses. This space serves to 
divide his records up into blocks of writing, each block representing one 
illness. If you like, draw a line as well. 

(2) Write the diagnosis in capitals and put a box round it. If you do not 
make a diagnosis, treat the key symptom in the same way. 

(3) Keep an inch or so of the right-hand side of the record card exclusively 
for writing the treatment in. 

(4) Never write notes on the back of the medical record envelope. Keep 
this for the patient’s past history, and any really important things that you 
cannot afford to forget about him, e.g. drug sensitivities and the Rh factor. 

(5) At the bottom of the medical record envelope, working upwards, write 
the patient’s family history. 

Three further hints are :—(a) Staple the record cards together so that they 
are not in a continual state of muddle; if they are stapled down the left-hand 
side they will open like a book. (b) Make a note of the contents of con- 
sultants’ letters in the body of the notes. (c) Use diagrams to replace writing 
wherever possible. 

SUMMING UP 

Dr. Stephen Taylor (Medical Director, Harlow Industrial Health Service).— 
The management of general practice is a subject in its own right. The im- 
portance of organization has long been recognized in industry, but in medi- 
cine we are only just starting to realize that the way we do our work can 
influence the quality and quantity of what we do. In itself, good manage- 
ment does not produce good doctoring, but it makes good doctoring much 
easier. Practice management can easily be overdone. Over-organization 
results in mechanical efficiency but the loss of personal and family interest 
in the patient. Under-organization results in industrial fatigue for the doctor. 
The happy medium relieves the doctor of what can properly be done by 
others less skilled than himself. The keys to good organization are practice 
planning, proper accommodation, and the proper use of ancillary help. 

Good organization costs money. In the short run, it is cheaper to have a 
big bad practice than a big good one. The return for expenditure on premises 
and ancillary help comes in added satisfaction in work and in enabling the 
general practitioner to live a fuller life. Since the coming of the National 
Health Service, good general practice everywhere has much in common; yet 
there remain extraordinary variations due to the local variations in popula- 
tion and age-structure, and in morbidity. In areas of high morbidity, the 
doctor may actually have to give as many as three times the acts of service 
per patient at risk as in an area of low morbidity. 

The general practitioner provides the first line of defence. It is worth while 
for the community to support good general practice in every way it can, 
since it is better for the patient and cheaper for the community if patients 
can be looked after in their own homes without loss of medical efficiency. 





PERSONAL IMPRESSIONS OF 
AMERICAN MEDICINE~II 


By IAN MACLEAN SMITH, M.D. (GLascow), F.R.F.P.S. 


Assistant Professor, Department of Internal Medicine, State University of Iowa, 
Iowa City, Iowa, U.S.A. 


THE graduated system of instruction and of responsibility for the newly 





qualified M.D. over a period of five to six years, which I described in my | 


first article (p. 601), results in specialists in internal medicine of a high 
grade of competence. The minimum standards of training have been set 
largely by the efforts of the American Medical Association and the various 
boards of the different specialties. The type of training is recognized 
throughout the United States, but the obtaining of diplomas is not approved 
by all university authorities. The boards, however, are largely established 
in order to protect the public, and lists are regularly published of consultants 
who have training in the various specialties in order that the public may 
choose someone of suitable training. 

As will be seen, the programme of training at some hospitals is largely 
directed towards the production of specialists with the internist being the 
most comprehensive of any. In other hospitals, however, training is avail- 
able for those who wish to work in general practice, and rotating internships 
are provided. These usually consist of periods in medicine, surgery, obstetrics 
and pediatrics. Following this the practitioner may choose to spend some 
time in one particular division such as obstetrics or pediatrics and may also 
spend a time in the emergency room of some busy city hospital. Throughout 
both these types of training, emphasis is placed on obtaining information 
from the best available source and the library is well used by these house 
officers. In this way they are encouraged to continue their training once 
they sever their connexion with a teaching hospital. 


ADVICE TO NEWCOMERS 

In choosing an internship or an assistant residency an applicant from 
abroad should make sure that the hospital he applies to is recognized by the 
American Medical Association. The criteria for recognition are exacting. 
If intending to stay he should make sure that he can satisfy the licensing 
board in the state where he intends to settle: some, for instance, require a 
rotating internship, some citizenship. Internships may pay $10.00 monthly 
with room and board and laundry. In general the best internships pay the 
least as they have more applicants. If married it is quite general for the 
intern’s wife to work and help support her husband. Many hospitals offer 
jobs to wives as secretaries or nurses if qualified. Wives who themselves 
June 1958. Vol. 180 (736) 
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possess an M.D. have more trouble finding work which is well paid: as is 
international, hospitals here are very happy to have them work for nothing! 
If the doctor is married he will only in exceptional circumstances find 
married quarters provided. If there are two services—the ward and private 
—then the ward one is usually the most sought after. 


NEW YORK 
Feeling at home with patients now, I sought further training in the 
laboratory. I was most fortunate to find a place in Dr. René J. Dubos’ 
laboratory at the Rockefeller Institute in New York. 

Judging America from New York would be almost like judging Britain 
from Dublin. New York is something apart and opinions are sharply divided 
as to whether it is a desirable or undesirable thing. As in any large city many 
people live as strangers to their neighbours. Living is more expensive and 
leads to crowding and a feeling of confinement, particularly as it is difficult 
to get out of the city and back at the weekends because of heavy traffic. 


THE ROCKEFELLER INSTITUTE 

In the early part of this century Mr. Frederick T. Gates advised Mr. John 
D. Rockefeller that ‘medicine could hardly hope to become a science until it 
should be endowed, and qualified men be enabled to give themselves to 
uninterrupted study and investigation, on ample salary, entirely independent 
of practice’. In 1902, the concept of a research laboratory to be located in 
New York City had taken form in the minds of the directors, and met with 
Mr. Rockefeller’s approval. The present laboratories overlooking the East 
River at 66th Street were opened in 1906 and a hospital at the same site in 
1910. The hospital was established for the investigation of a limited number 
of diseases by a staff spending equal time in the hospital and laboratory. 
All patients are chosen after referral to the outpatient clinic and receive all 
their treatment free of charge. The staff numbers over 110, and several 
retired investigators work in the laboratories of the Institute. | worked with 
Dr. René J. Dubos in the laboratories studying tissue factors which permit 
animals to resist, or make animals susceptible to, infection with staphylo- 
cocci and tubercle bacilli. 

The Rockefeller Institute Hospital Journal Club has been in continuous 
existence for forty-four years. It meets on the first and third Monday of each 
month of the academic year. The secret of its prolonged success may be that 
dinner is served and not until after this does any discussion take place. Three 
to five people are asked, without warning, to talk about an article which has 
interested them recently. ‘They may choose to attack or defend it. It is wise to 
be acquainted with other work in the field as questions are often searching. 
The papers which are chosen cover a wide field such as “The navigatory 
powers of migratory birds’, “The control of malaria in Greece’, ‘Studies of 
lymphocytes in infectious mononucleosis’, and ‘Benign albuminuria’. 

An Institute for research has certain clear and compelling advantages, such 
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as continued support and time to do uninterrupted research. The dis- 
advantages are less apparent. When no teaching is carried out the stimulus 
from digesting and presenting current knowledge is lacking. Toa certain extent 
this can be replaced by writing articles for the scientific and lay press. This, 
however, is a one-way process not to be compared with the two-way vitalizing 
process of teaching. Remote from the day-to-day life which is medicine 
certain trends develop, some but not all of which are beneficial. 


My wife now worked four hours daily with Dr. Robert A. Cooke—the | 


father of American allergy—at the Allergy Institute of the Roosevelt 
Hospital. This hospital is a non-teaching ‘voluntary’ hospital with visiting 
staffs from two of the main medical schools of the city. Her salary was just 
sufficient to pay for full-time assistance to help with our three children. 


AN INFECTIOUS DISEASES HOSPITAL 
Before leaving New York I was able to spend three months working as a 
resident at the Willard Parker Hospital for Infectious Diseases (a New York 
City hospital). To this hospital the majority of the cases of infectious disease 
from the boroughs of Manhattan and Bronx of New York City were 
admitted. The fourteen residents, or interns, worked in two teams admitting 
patients sent in by ambulance on alternate days. One of the team saw all 
patients coming to ‘Walk-in’ (emergency room) and one saw all cases from 
23.00 to 09.00 the next morning. These latter two duties occurred only once 
every seven to ten days. There were separate wards for measles, varicella, 
and the like. Once admitted they became the responsibility of the doctor in 
charge of the ward or his alternate (on the other team). The admitting doctor 
prescribed the appropriate treatment. With the many admissions that such 
a hospital has, the period of duty provided excellent revision in infectious 
disease. The hospital was closed on December 5, 1955. Since antibiotic 
treatment has removed many of the terrors of measles and scarlet fever and 
the general rise in the standard of living has made home care of the common 
contagious diseases more practical the closing of these hospitals is in- 
evitable. Baltimore and St. Louis have had no fever hospital for several years. 


IOWA CITY 
After two years at the Rockefeller Institute it was time to find a place for 
myself with opportunity to use my combined training in research and clinical 
medicine. The offers which I had were not especially attractive but, while 
reading in the library, I came across an article on the organization of a 
department of internal medicine by Dr. William B. Bean, the professor of 
medicine at the State University of Iowa. As he is a stimulating writer I 
read the article with interest. It became apparent that there was no-one in 
this internal medicine department primarily interested in infectious disease. 
A letter stating this, and that I was looking for such a post as an assistant 
professor in medicine to teach, to do research and to treat patients, finally 
brought me to this city, which has a population of about 20,000 without 
students, of whom there are approximately 10,000. The present plan in the 
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medical school provides that everyone in clinical departments with rank of 
assistant professor or above shares in the earnings in each department (in 
practice in the hospital building) to an extent determined as a fixed per- 
centage of his university salary. Thus full professors may supplement their 
salary one hundred per cent., associate professors seventy-five per cent. and 
assistant professors fifty per cent. There is no practice outside the hospital. 


THE CHANGING FACE OF MEDICINE 

In an expanding economy new medical schools are opening from time to 
time and two-year medical schools are being expanded to four-year schools. 
Two-year schools taught only the basic sciences and their students were then 
transferred to medical schools with a complete curriculum to finish their 
course. Many positions are therefore open in medical teaching. Although 
there is much competition it has been said that a position will often be 
tailored to fit a suitable candidate. At present there are 72 medical schools 
in the United States and 11 in Canada. 

The organization of internal medicine in America is changing perceptibly. 
The referral system of sending patients from general practitioner to specialist 
is breaking down in places and many specialists take all comers. Many general 
practitioners thus become reluctant to refer patients. In certain cities in the 
United States the internists (board-certified specialist physicians), who know 
a good surgeon, are taking over general practice. In many cases patients are 
thereby getting better service than they have had. Many of the teachers in 
medical school have a dual training, such as internal medicine and bio- 
chemistry or internal medicine and pharmacology. This allows a certain 
interchange of knowledge between the preclinical and clinical departments. 

Medicine itself is changing here as elsewhere. Syphilis is now treated 
by general practitioners and by internists rather then by syphilologists. ‘The 
disease is disappearing, clinics for syphilis are closing, no new specialists 
are being trained and one of the venereal disease journals has ceased publica- 
tion. A similar but less drastic fate is overtaking infectious diseases in general. 
Some evidence of a similar fate for tuberculosis hospitals is available, with 
decreased admission rates at private and state hospitals. The New York 
Hospital has special wards for the treatment of patients with tuberculosis. 
Diphtheria has gone, and there is hope that rheumatic fever will decrease in 
incidence with the prompt treatment of streptococcal sore throats with 
penicillin. Such treatment is already making inroads into the practice of 
E.N.T., many fewer people requiring radical surgery than in years past. 
Skin diseases are now receiving more attention from the general physician 
although I have heard it said that the dermatologists note no decrease in 
patients as a result of this! A surprising reintegration of medicine is thus 
taking place with the internist becoming more highly trained but less 
specialized. 


OSTEOPATHS 
Some overtures are being made to the osteopaths. Osteopathy grew up in 
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Missouri where there is a school at Kirksville which gives a four-year 
training, usually following a previous college degree. It may be that by 
gradual assimilation the schools of osteopathy will become part of the general 
medical family much as the ‘third-class medical schools’ did in the past. Ina 
recent state medical licensing examination I sat next to two osteopaths 
answering identical questions. They are licensed to practise medicine in 
many States. 
NURSING STANDARDS 

Nurses usually work on three eight-hour shifts. As they are highly skilled 
every effort is made to conserve their time. Orderlies take care of bedpans 
and secretaries chart the temperatures and pulse rates from the nurse’s 
notes on to the patient’s chart and carry out many organizational duties. As I 
did my house physician job in 1944 and returned to a similar position in 1951, 
I was interested to see how much a nurse’s work had changed. Each day a 
large amount of time is spent in filling syringes and discharging them into 
waiting patients. In the same way house jobs have changed. I remember the 
‘coronaries’ who came in and received constant attention but this was mainly 
nursing. Now they must be bled regularly for prothrombin times and the 
noradrenaline must be ready to combat shock. Hypertensives were put to 
bed with a little phenobarbitone whereas now they receive hypotensive 
drugs. They must be watched carefully and taught to take their own 
blood pressures. For these and similar reasons the consultant who says 
‘Why I looked after twice that number of patients when I was young’ is, 
with good reason, believed to have lost touch with reality. 

Some factors are affecting the nursing profession unfavourably. The head 
nurse (Sister) has lost much of her authority. Maids, orderlies and even 
student nurses come under supervision by other people. To an extent a 
centralized rule has supplanted local rule and authority has been invested in 
hospital administrators and nursing supervisors in place of the head nurse. 
Nurses rarely attend medical rounds. They say they are too busy but one 
senses a loss of responsibility by the physician for the nurse’s education that 
has led to this undesirable result. I miss the professor’s rounds with the 
sister and staff nurse when many problems were dealt with. Maybe I just 
miss the pleasant tea and sandwiches afterwards which helped to encourage 
the team spirit on the ward. 


THE AMERICAN DOCTOR 
‘How do newly graduated M.D’s in America compare with their counter- 
parts in Britain?’ They have finished a three- to four-year course in college 
followed by a four-year course in medical school. A very few have taken 
Ph.D’s before medicine. The cost of their education is great and many 
work during the vacations or all year to defray the cost. Others receive 
support from their working wives, and at Washington University graduation 
many wives received certificates for their help toward their husbands 
success, Many of the students are very mature but maturity can be wasted 
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on a medical student and it is a pity to see some students 26 to 30 years 
old before graduating. Nothing matures anyone faster or gives him a more 
liberal education than the practice of medicine in whatever branch he 
chooses. It can be argued that the pre-medical college course is too long. 
(The first year of British medicine training is included in college.) The 
blame, however, probably rests with the secondary (high) schools, as British 
students appear to be in advance of their American colleagues at this point. 
In some schools a present fashion appears to imbue recent graduates with 
an unbalanced interest in psychosomatic medicine which may cause errors in 
diagnosis. 

Histories tend to be stilted and follow a set pattern. The frequently 
voiced criticism that American doctors rely too much on laboratory tests 
has a small amount of truth but there are many fine clinicians. When an 
American M.D. orders a laboratory test he usually knows how to interpret 
it better than his British counterpart. At the end of specialist training there 
is probably no doctor to whom I would more gladly go than an American one. 

As one inevitably registers the unpleasant differences first, those intending 
to visit the United States should extend their tour to a reasonable period 
(at least three months and ideally two years). The balance will be amply 
restored. But remember, do not criticize an American labourer who dresses 
like a British business magnate because he behaves like a labourer rather 
than a magnate. Unfortunately, from time to time certain ill-digested remarks 
appear in journals often criticizing American methods without an adequate 
knowledge of the origin of these customs. Again, anonymous book reviews 
may criticize the correct use of American English merely because it does not 
conform with the Oxford English Dictionary. A heartening improvement in 
medical relationships is the liaison between medical schools in the two 
countries with exchange of students and professors. Such a scheme is the 
interchange between Guy’s Hospital in London and Johns Hopkins Hospital 
in Baltimore. 

ENVOI 
I have tried to present the impression of someone working in the lower 
echelons of academic medicine in America. These impressions have been 
made over a nine-year period as recorded in regular notes and from memory. 
Bias there is, as I have chosen to work under this system, but I have tried to 
minimize it. I have also suffered bias by working in only the best institutions 
and am well aware that conditions are not all equal to this high standard. 

In conclusion both my wife and I would like to thank the many people 
who have made our stay so pleasant. ‘Another prime enjoyment of these 
settlers is found in the kindness which reigns among them universally . . . 
The relief given is a matter, not of kindness, merely but of course. To do 
kind offices is the custom; a part of the established manners’.—‘Travels in 
New England and New York’. Timothy Dwight (1752-1817). 


(The first part of this article appeared in the May issue, pp. 601-608.) 








CURRENT THERAPEUTICS 
CXXVI.—ISONIAZID AND RELATED DRUGS 


By J. D. ROSS, M.B., F.R.C.P.Ep., M.P.H. (Hopkins) 
Lecturer, Department of Tuberculosis and Diseases of the Respiratory System, 
University of Edinburgh; Physician, Edinburgh Royal Victoria and East Fortune 
Hospitals 


MYCOBACTERIUM TUBERCULOSIS, erstwhile ‘captain of the men of death’, has 
suffered a severe buffeting in recent years. Dazed by the attack of strepto- 
mycin and harassed by the attentions of para-aminosalicylic acid (PAS), 
it is now reeling from the blows of isoniazid, the most deadly yet of its 
chemotherapeutic adversaries. 


CHEMISTRY AND ACTION 
Isoniazid is the hydrazide of isonicotinic acid, with the following structural 
formula :— 
fe) 
C-NH-NH, 


N 


It is a white crystalline powder, freely soluble in water and easily absorbed 
from the gastro-intestinal tract. Maximal blood levels are obtained within 
an hour of ingestion, but effective concentrations are still demonstrable in 
the blood twenty-four hours after a single dose of 3 mg. per kg. body weight. 
Ready diffusion into body tissues and fluids occurs, and adequate levels 
of the drug are obtained in caseous foci (Barclay et al., 1953). Isoniazid 
diffuses well from the blood stream into the brain tissue and cerebrospinal 
fluid, whilst streptomycin and PAS fail to do so. It also exceeds strepto- 
mycin and PAS in its ability to penetrate cell membranes and can exert its 
bactericidal effect on bacilli lurking within phagocytes, whereas the intra- 
cellular concentration of streptomycin is low and that of PAS non-existent 
(Mackaness, 1952). 

After absorption isoniazid undergoes partial metabolic conversion to substances 
lacking antibacterial activity. One of the main processes leading to isoniazid in- 
activation is acetylation. The extent to which isoniazid is converted to inactive forms 
is fairly constant for any one individual, but there is a good deal of variation between 
different subjects. A number of other drugs, including PAS, may compete in the 
body for the same acetylation mechanism as isoniazid. One effect of giving isoniazid 
and PAS together may therefore be higher blood and urine levels of the non- 
acetylated active forms of both drugs (Johnson, 1954). 


ISONIAZID RESISTANCE 
Whilst the vast majority of the bacilli comprising an isoniazid-sensitive 
June 1958. Vol. 180 (742) 
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strain are susceptible to very low concentrations of isoniazid, a few mutants 
inherently resistant to higher concentrations may also be present. ‘Treat- 
ment by isoniazid alone eliminates the susceptible organisms but the 
resistant organisms are unaffected by the drug and may multiply until the 
strain is predominantly isoniazid-resistant. If isoniazid is used in com- 
bination with another anti-tuberculous agent such as streptomycin, strepto- 
mycin will suppress isoniazid-resistant mutants and vice versa. In practice, 
therapy with two effective drugs in correct dosage almost excludes the 
possibility of resistant strains emerging, as the likelihood of mutants resistant 
to both drugs is so small as to be almost negligible. 

The emergence of resistance may be shown by cessation or reversal of 
initial clinical or radiological improvement. No matter how great the severity 
of the disease, treatment of a phthisical patient with a satisfactory drug 
combination including isoniazid can confidently be expected to result in 
negative sputum cultures within a few months. In very few can tubercle 
bacilli be cultured after six months of therapy. Failure to obtain sputum 
conversion or reversion to an infectious state while still on therapy suggests 
strongly resistance to the drugs in use: confirmation is obtained by in vitro 
sensitivity tests. The criteria of resistance adopted by some workers are too 
low. An isoniazid-sensitive strain of tubercle bacilli is usually inhibited by 
an isoniazid concentration of 0.06 mcg. per ml. of medium. Growth in 1 mcg. 
or more per ml. represents resistance of definite clinical importance. 

Tubercle bacilli resistant to streptomycin and PAS retain full virulence 
but some isoniazid-resistant organisms exhibit reduced pathogenicity for 
experimental animals, including guinea-pigs, rabbits, monkeys, and some 
strains of mice. The supposition has been made that such organisms also 
carry little menace to the human tuberculous patient and his contacts and 
some have tended to minimize the practical importance of isoniazid resist- 
ance. Even if we overlook the danger of applying the results of animal studies 
to humans, there are good reasons for rejecting these views. Not all isoniazid- 
resistant bacilli have lowered pathogenicity for animals. ‘Those that do are 
usually highly resistant, and lack the power to produce catalase, an enzyme 
which destroys toxic peroxide substances; some organisms less highly 
resistant to isoniazid retain catalase activity and full virulence. A human 
patient with isoniazid-resistant organisms will usually excrete a mixture of 
organisms—some highly resistant, catalase negative and of low patho- 
genicity, but others fully pathogenic, either catalase positive and resistant or 
even isoniazid sensitive. Such a patient’s organisms must be considered a 
danger to himself and his contacts. It is a fact of clinical experience that the 
emergence of organisms resistant to isoniazid implies a worsened prognosis 
and means that isoniazid can no longer be expected to protect against the 
development of resistance to another drug given with it. 

It is claimed that if high doses of isoniazid are employed from the 
beginning any isoniazid-resistant bacilli which may survive will be of the 
catalase-negative type (Middlebrook et al., 1954). Even so, cases of human 
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tuberculosis have been recorded in whom the infecting organism was 
isoniazid resistant and catalase negative, and the theoretical possibility 
exists of catalase-negative strains undergoing reverse mutation in vivo to 
virulent catalase producers. On present evidence isoniazid resistance must be 
regarded as an unfavourable development, and it is unjustifiable not to 
adopt the measures known to prevent it. 


DOSAGE 
In the Medical Research Council trials a dose of isoniazid of 100 mg. 
twice daily was used, and dosage of this order is commonly employed in this 
country. Larger doses in the order of 600 to 1,200 mg. daily or more have 
been urged by some workers (Kass et al., 1957) to counteract excessive 
metabolic inactivation of isoniazid in the occasional individual, and to 
try to ensure that any isoniazid-resistant bacilli emerging will be catalase 
negative. But therapeutic failure—continued infectiousness or the develop- 
ment of resistance—is so rare when isoniazid is given in correct combination 
in standard dosage, that these clinical benefits must be regarded as mainly 
theoretical and insufficient to justify the increased incidence of toxicity 
observed with higher dosage. 
TOXICITY 

In standard dosage isoniazid is almost a non-toxic drug, but side-effects 
are commoner with high dosage. Usually they are of a relatively minor 
nature—restlessness, insomnia, drowsiness, tremor or twitching, hyper- 
reflexia, perhaps constipation or difficulty in micturition. The commonest 
major toxic effect is peripheral neuropathy, sometimes with vascular changes 
of Raynaud type. The administration of pyridoxine, 25 to 50 mg. daily, can 
prevent neuropathy without any apparent loss of anti-tuberculous effect 
(Carlson et al., 1956). In epileptic subjects high doses of isoniazid may 
increase the frequency of seizures. Other toxic effects ascribed to isoniazid 
include psychotic reactions and optic atrophy, but these have been recorded 
so seldom that the causal relationship to isoniazid must be considered 
doubtful. 

Drug hypersensitivity reactions, common with streptomycin and PAS, 
are rare with isoniazid. When they occur desensitization by gradually 
increasing doses is indicated (Brown et al., 1956). 


PRACTICAL ISSUES IN SUCCESSFUL ISONIAZID TREATMENT 
(1) Isoniazid should be given with another drug to which the patient’s organisms 
are sensitive. Single drug therapy invites resistance, one of the greatest mis- 
haps which can befall the tuberculous subject. Jn vitro sensitivity tests 
require six to twelve weeks or more for completion and it is often impractical 
to await the results of these before deciding what drug combination to 
employ. A careful history of any chemotherapy for tuberculosis given in 
the past is essential and will often allow on» to assess the likelihood of 
resistance to one or more drugs. 

Isoniazid is most commonly combined with streptomycin, PAS or both. 
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Streptomycin.—A satisfactory combination is streptomycin, 1 g. daily, 
with isoniazid, 100 mg. twice daily. If streptomycin is given less often than 
daily there is a significant risk of resistance emerging first to isoniazid and 
then to streptomycin. Particularly is this so early in treatment when the 
bacterial population is still high and the risk of resistant mutants corre- 
spondingly greater. In patients over forty years of age daily streptomycin 
is undesirable because of the increased danger of eighth-nerve disturbances. 
In these circumstances daily PAS and isoniazid should be given with 
streptomycin thrice weekly in a triple drug régime. 

PAS.—The Medical Research Council trials showed that either 10 or 
20 g. of sodium PAS daily was effective in protecting against isoniazid 
resistance. The PAS was given in individual doses of 5 g. two or four times a 
day. It is often convenient to employ manufactured products incorporating 
PAS and isoniazid in a single cachet, thus ensuring that the patient cannot 
take one drug without the other. The amount of each drug per cachet is 
stated in the manufacturer’s leaflet and should be known by the prescriber. 
Examples of these products are ‘pycamisan PH 10’ (Smith and Nephew) 
and ‘pasinah 10PH’ (Wander). Either, in a dose of four cachets twice 
daily, will provide 10 g. of PAS and 200 mg. of isoniazid a day. The PAS 
salt of isoniazid has been manufactured as ‘dipasic’. This preparation should 
not be used as sole therapy as the proportion of PAS is small and quite 
inadequate to protect against isoniazid resistance. Products combining iso- 
niazid with calcium 4-benzamidosalicylate (calcium B-PAS) must also be 
regarded with some suspicion until calcium B-PAS is conclusively shown to 
be as effective as sodium PAS in preventing overt isoniazid resistance. 

Fox and his colleagues (1957) have shown that about 5 per cent. of newly 
diagnosed tuberculous patients in this country have been infected by an 
organism resistant to one of the standard drugs. Only 0.5 per cent. had an 
infecting organism resistant to more than one drug. There appears to be an 
advantage in initiating treatment in a new case with all three standard drugs 
until the results of sensitivity tests are available. Either streptomycin or PAS 
can then be withdrawn. 

Isoniazid with other drugs._-When resistance to streptomycin and PAS is 
present isoniazid may be used in combination with one of the less commonly 
used anti-tuberculous drugs: tetracycline or oxytetracycline (in a dosage of 
4 to 5 g. daily), pyrazinamide, viomycin or cycloserine. None of these com- 
binations is fully satisfactory. All are costly; toxic reactions to pyrazinamide 
(principally hepatitis) and cycloserine (psychoses, convulsions) may be 
dangerous; and the emergence of resistance to isoniazid may only be delayed 
rather than prevented. If the use of these combinations is necessary it is 
important to realize that their effectiveness may be temporary. Any additional 
measures indicated for control of the disease, including surgery, should be 
adopted before drug resistance becomes apparent. 

(2) Treatment should be prolonged.—The main destruction of tubercle bacilli 
occurs in the early weeks of treatment while the organisms are actively 
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multiplying, but clinical follow-up studies show that short periods of 
chemotherapy are followed relatively often by relapse. When longer periods 
of drug treatment are employed relapse becomes correspondingly rare. A 
follow-up of pulmonary tuberculosis patients treated in Edinburgh hospitals 
in 1953 showed that no patients receiving a satisfactory combination of the 
standard drugs for more than eighteen months had relapsed during a period 
of three to four years’ observation (Ross et al., 1958). 

Our present practice in Edinburgh is to give drugs for a year or more 
after bacterial conversion, closure of all cavities, or thoracic surgical opera- 
tion, whichever is the latest. Patients with extensive disease who have 
cavities remaining patent despite drug treatment, and who are unsuited for 
surgery, may still be kept relatively well, non-infectious, and free from 
relapse by continuing drugs (Douglas and Horne, 1956). How long drugs 
require to be continued in such cases to protect from later relapse is not yet 
clearly known. Meantime a period of two years’ chemotherapy would 
appear the minimum desirable for such cases. 

Bacilli which are not multiplying but in a metabolically dormant phase 
are not susceptible to the action of isoniazid. One might suppose therefore 
that long continuance of chemotherapy carries no particular advantage over 
shorter periods, but the evidence is to the contrary. It may be that with 
prolonged chemotherapy any resurgence of activity by dormant bacilli is 
promptly countered and relapse prevented, until such time as persisting 
bacilli die off or are rendered impotent by the body’s defensive reactions. 

(3) Treatment should be uninterrupted.—Gaps in treatment may allow 
resumed multiplication of bacilli, with a higher risk of isoniazid-resistant 
bacilli arising by mutation. The doctor must not merely prescribe—he must 
repeatedly impress on the patient the necessity for taking the drugs regularly 
as advised. When isoniazid is given with PAS simple urinary tests for the 
detection of PAS may provide a check on the regularity of drug ingestion. 


INDICATIONS FOR ISONIAZID IN TUBERCULOSIS 

Active tuberculous disease in any site is an indication for chemotherapy. 
In any combination isoniazid is a first choice because of its efficiency, 
cheapness and freedom from toxicity. Its easy penetration into the cerebro- 
spinal fiuid has simplified the treatment of tuberculous meningitis by 
reducing the need for intrathecal injections, and the incidence of meningitis 
has been reduced by the employment of isoniazid in treating forms of 
tuberculosis which are more liable to be complicated by meningeal spread: 
miliary tuberculosis, pleural effusion, bone disease, and primary infection— 
particularly when it occurs in the young infant. 

The prophylactic use of isoniazid given alone has been suggested in 
tuberculin-negative individuals exposed to infection. The infecting dose in 
human pulmonary disease is small and may even be a single bacillus. 
Theoretically the use of isoniazid alone in these circumstances should abort 
any infection without appreciable danger of drug resistance. Whether such 
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abortive minimal infections would provide effective acquired immunity is 
doubtful (Dubos and Schaefer, 1956). The wide-scale use of ‘prophylactic’ 
isoniazid for whole communities—as has been suggested—would appear to 
carry a definite danger of dissemination of resistant organisms. Not the least 
danger would be the likely failure of well people to take medication regularly. 


ISONIAZID IN NON-TUBERCULOUS CONDITIONS 

There are no definite indications at present for the use of isoniazid other 
than tuberculosis. Some patients with actinomycosis may improve with 
isoniazid (McVay and Sprunt, 1953). The drug has proved disappointing 
in the treatment of human leprosy. The well-being experienced by certain 
tuberculous patients on isoniazid therapy has resulted in its empirical use 
in some conditions associated with depression but controlled clinical trials 
have not suggested any benefit in such conditions. 


USE OF COMPOUNDS CHEMICALLY RELATED TO ISONIAZID 
The success of isoniazid has resulted in intense search for other derivatives 
of isonicotinic acid effective in tuberculosis. One of these, pyrazinamide, 
has achieved a place in clinical therapeutics but its scope is limited because 
of the frequency with which it causes liver damage. It does not show cross- 
resistance with isoniazid. Some hydrazone derivatives of isoniazid show a 
lower toxicity for animals than isoniazid itself but it is unlikely that they 
will prove to have any significant advantage over isoniazid in clinical practice 
and cross-resistance with isoniazid occurs. Cyanacetic acid hydrazide 
(‘reazide’) was used for a period on a limited scale but was relatively in- 
effective and unduly toxic. 

Iproniazid (‘marsalid’) was introduced to tuberculosis therapy about t he 
same time as isoniazid. It is much more toxic and the psychotic and other 
effects observed led to its virtual abandonment in tuberculosis work. It is 
now of some interest to the neurophysiologist. It is a potent inhibitor of 
mono-amino-oxidase, an enzyme concerned in the metabolism of 5-hydroxy- 
tryptamine and the sympathetic amines. Symptomatic improvement was 
noted by Cesarman (1957) in a group of patients suffering from angina 
pectoris and given iproniazid, and further studies in this field will no doubt 
be made. 
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MINOR SURGICAL PROCEDURES 
VI._SEBACEOUS CYSTS 


By J. H. LEES FERGUSON, M.B.E., M.B., F.R.C.S. 
Assistant Surgeon and Surgical Tutor, Middlesex Hospital 


SEBACEOUS cysts are the most common tumours seen in general or in hospital 
practice. Although unsightliness and infection are the chief reasons for 
which medical advice is sought, it is not unusual, in this era of popular 
medical semi-education, for anxiety to be latent about the evil potentialities 
of the swelling. 


ETIOLOGY AND PATHOLOGY 
Despite the convenient use of the term, true sebaceous cysts are rare: 99 
out of 100 of these swellings are epidermal cysts or epidermoids. 

The sebaceous cyst appears on the face, neck, chest and the scrotum. It is 
usually single, soft, has a punctum, and contains sebum secreted from the 
lining cells and deliquescent debris with an offensive smell. Epidermal 
cysts are found on the scalp, are often multiple, hard, and without a central 
orifice. The cyst wall is of epidermis, which desquamates keratin, forming a 
laminated ball of white or pearly-grey material. A third variety of related 
cyst is the cutaneous dermoid, which closely resembles an epidermal cyst in 
its character and behaviour. 

The cause of sebaceous cyst formation (sebocystomatosis) has been a 
subject of discussion for many years. Although a simple mechanical blockage 
of a sweat gland has been held traditionally responsible, it is not usual to see 
sebaceous cysts in close association with acne or a seborrheeic skin. The 
presence of actively secreting cells is regarded by the majority as an indica- 
tion that these cysts are true tumours of sebaceous glands and, in the case 
of the epidermoid, of a hair follicle. Their incidence may be observed to 
follow a hereditary pattern, being inherited as a dominant gene in successive 
generations. An interesting sidelight on the hereditary aspect is given by 
Oldfield (1954), who reported a family in whom, in three instances, multiple 
epidermal cysts were associated with multiple polypi in the bowel. Two of 
his three patients developed bowel carcinoma. 

Malignant changes in sebaceous cysts themselves have been variously 
recorded in the United States at a rate of 1 to 3 per cent. Were this a 
universal phenomenon there would be cause for some concern, but the rate 
seems much lower in this country: as an example, only one instance can be 
found among the hundreds of cysts handled by the Bland-Sutton Patho- 
logical Institute of the Middlesex Hospital since the last war. 

The other complications of infection, ulceration and rupture, are far less 
often seen today, and the infected mass of granulations forming a ‘Cock’s 
June 1958. Vol. 180 (748) 
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peculiar tumour’ is now an exceptional rarity. It may be noted that rupture 
into surrounding skin and subcutaneous tissue produces a fibrous foreign 
body reaction which can make excision tedious. 


THE DIAGNOSIS 
It may appear superfluous here to discuss the diagnosis of a lump which 
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Fic. 1.—Elliptical incision to include punc- Fic. 2.—The cyst has been freed by blunt 
tum of cyst. dissection with scissors and is lifted out 
by its wall. 


every student feels he recognizes with unerring accuracy. Nevertheless, the 
identification of skin tumours is never easy, and often fraught with surprise. 
In support of this, two illustrative 





cases are quoted. 

A lady of 60 with a large chondro- 
sarcoma of the ilium was admitted to 
a teaching hospital in order to assess 
her fitness for hindquarter amputa- 
tion. All seemed in order until the 
dresser in charge of the patient drew 
attention to a small cutaneous nodule 
on the patient’s back with a central 
punctum, asking if this might be a 
malignant metastasis. The surgeon 
stated that he believed skin deposits 
from chondrosarcoma to be rare, 
whereas sebaceous cysts, of which 
this swelling had all the features, were 
common, and to impress this lesson 
on his firm wagered a pound to a 
penny on the result. He duly paid, 
Fic. 3.—A mattress suture gives accurate for the lump was a second primary 

skin apposition and closes ‘dead’ space. tumour—a highly malignant fibro- 
sarcoma of skin. 

A casualty officer was requested by a surgeon to remove a fluctuating sebaceous 
cyst from the head of an outpatient. The casualty officer wisely desisted from his 
dissection when he realized that it had passed the outer table of the skull. X-rays 
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subsequently disclosed other metastases from a symptomless hypernephroma. 

Other tumours erroneously diagnosed as sebaceous cysts are neuro- 
fibromas, fibromas, rodent ulcers, navi, sarcoid swellings, sclerosing 
hzmangiomas, benign calcifying epitheliomas, tuberculous gland abscesses, 
and dermoids. 


TREATMENT 

‘Ther nas quik-silver, litarge, ne brimstoon, 

Boras, ceruce, ne oille of tartre noon, 

Ne oynement that wolde clense and byte, 

That him mighte helpen of his whelkes whyte, 

Nor of the knobbes sittinge on his chekes’.—Canterbury Tales Prologue. 
Although Chaucer remarked the failure of local medical treatment in the 
case of the Summoner, it is still not uncommon to find patients treating 
cysts with the more modern alchemy of antibiotic creams and ointments. 
Excision of the non-infected cyst is desirable, not only for cosmetic reasons, 
but to prevent future infective complications, and not least because, as has 
been implied, the clinical diagnosis may not be correct. As a corollary, any 
sebaceous cyst showing atypical features is best submitted for histological 
examination. 
Instruments and dressings required for the operation 

Skin antiseptic, cotton-wool or gauze swabs. 

A ‘cyst’ towel (a linen towel with an elliptical hole in the centre). 

2-ml. or 5-ml. syringe. No. 20 needle. No. 16 needle. 

Ampoules of lignocaine or procaine, 1 per cent. Separate ampoule of 
adrenaline 1 :1000. 

Small Bard Parker handle and No. 20 or No. 15 blade. 

Non-toothed dissecting forceps. 

Small curved scissors. 

2 fine mosquito artery forceps. 

Small spring retractor (fig. 2). This can be made at home from a piece of wire 
hooked at each end and coiled once in the middle. As a refinement it may 
be tempered and plated. 

A curette or Volkmann’s spoon. 

A fine half-circle or curved cutting needle size 18. 

Waterproof braided silk size 00 (‘mersilk’ or similar). 

A needle holder or pair of Spencer Wells forceps. 

Collodion, ‘nobecutane’ or Whitehead’s varnish for dressing. 


PROCEDURE 
The patient is best placed semi-recumbent as a precaution against vaso-vagal 
disturbances. If the cyst is on the scalp, it is seldom necessary to shave the 
area provided the head has been previously shampooed. The hair is damped 
with an antiseptic lotion and parted over the line of incision. It is customary 
to infiltrate the skin in a diamond-shaped manner around the cyst (fig. 1) 
but, in practice, no harm has been seen to occur from injection into the cyst 
itself and the overlying skin even when mild local infection is present. My 
preference is to use a 1 per cent. solution of lignocaine or procaine to which 
I add not more than 5 or 10 minims (0.3 or 0.6 ml.) of 1:1000 adrenaline. 
Since the optimum effect of local anesthesia is obtained after some minutes’ 
interval, it is no bad plan to allow the injection to take effect while another 
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patient is being seen. An elliptical incision makes the separation of cyst from 
skin easier. Cleavage is obtained by inserting the closed scissors at the sides 
and underneath the cyst and opening them. The spring retractor is then 
inserted (fig. 2). This stops oozing and gives a good view of the cavity while 
the cyst with the lining membrane is lifted out. Small bleeding vessels 
are picked up and twisted off with mosquito forceps and the cavity is 
obliterated by mattress sutures (fig. 3) which pick up its floor and prevent 
serum or clot collecting. If there is any doubt concerning the total removal 
of cyst and cyst wall, the curette should be used vigorously. ‘The capillary 
oozing which follows can be stopped by the local application of adrenaline, 
1:1000, and by pressure. 

The ideal dressing for hairy areas such as the scalp has yet to be dis- 
covered. Collodion, ‘portex’, ‘nobecutane’ or Whitehead’s varnish may be 
used to moisten a wisp of gauze and cause it to adhere to the wound. 

Difficulties —Cysts which have been infected, or which have ruptured 
locally, are often intimately adherent to surrounding fibrous tissue. A wider 
excision of skin and sharp dissection with the knife may be needed. Exten- 
sions of the cyst outside the confines of the main cavity can be dealt with 
by the sharp spoon. Piecemeal removal or ‘morcellement’ is no drawback 
to a good result provided all the stray flakes and fragments of cyst are 
picked out of the wound. Hemorrhage seldom constitutes a difficulty, as the 
majority of cysts are intracutaneous, and the small vessels in the area are 
easily controlled by forcipressure. Very occasionally, a bleeding point which 
cannot be subdued in this way or controlled with the mattress stitch may 
require tying with very fine plain catgut. 

The presence of larger vessels may sometimes indicate an alternative 
diagnosis. If serious difficulty is encountered from bleeding, a small portion 
of the tumour should be removed and placed in 40 per cent. formol saline for 
histological study, and the hemorrhage controlled by large mattress stitches. 

There is one type of cyst which is seldom suitable for ‘office’ excision. 
This is the long-standing tumour in the cheek which usually has a gross 
fibrous reaction round it, and necessitates a wide excision and extensive 
repair, preferably performed by a plastic surgeon under the best conditions. 


THE INFECTED CYST 

Two varieties of inflammation may be seen. The first consists of a pinkness 
or blush over the dome of the cyst itself which really represents a foreign 
body reaction to the contents. Such a cyst may be removed and, provided 
no pus is present, may be stitched up, drainage being provided at the 
discretion of the operator. When, however, the signs of a florid inflammation 
are apparent, with tenderness and tension, the only safe course is to evacuate 
the swelling and allow it to drain freely. 

Local anesthesia may again be employed unless advanced cellulitis is 
present, when there may be less risk of spreading the inflammation if a 
general anesthetic is used. The cyst is incised and the contents gently 
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removed, using the curette as a spoon rather than as a scraper. To provid¢ 





drainage a corner of gauze or glove rubber is tucked in between the skip 
edges. In areas where a cosmetic result is of no consequence, the cutting 
back of the skin edges so that they fail to meet produces a clean cavity more 
quickly than any other method. It should not be necessary to plug an 
infected cyst with gauze, for, provided that the skin edges are kept apart 
for the first forty-eight hours, healing by granulation will be rapid. Exuberant 
granulations may be a sign that a portion of cyst or wall is still retained and 
needs probing and removing; a touch of silver nitrate will control them. 

Antibiotics are not indicated for infected cysts except when the cyst has 
formed a secondary abscess in one of the danger areas of the face, when the 
management should be as for a carbuncle. 


POSTOPERATIVE COMPLICATIONS 


The most common untoward event is the accumulation of serum or bloog| 


clot in the space vacated by the cyst. This can be prevented by the inclusion 
of the floor of the cavity in the stitch. It is, however, wise to see the patient 
twenty-four hours after operation and again on the third postoperative day. 
Stitches will usually be removed on the fifth or sixth day. If there is any 
fluid present, a probe should be inserted through the suture line and the 
fluid should be expressed. If signs of inflammation, however mild, are 
present it is a good thing to remove a stitch straightaway to assist the escape 
of exudate. 

No article on sebaceous cysts would be complete without reference to 
the most famous cyst in medical history, the property of George IV. 
According to D’Arcy Power (1933), not only did Mr. Astley Cooper receive a 
baronetage and an epergne to the value of 500 guineas for the removal of this 
swelling, but it was the subject of a classical, dreadful, pun. To the King, 
inquiring the nature of the cyst, Sir Astley Cooper said: ‘Sire it is a steatoma’. 
The Royal rejoinder ran: “Then let it stay at home and trouble me no more’. 


SUMMARY 

(1) The majority of sebaceous cysts are epidermoid tumours, with an 
hereditary association. 

(2) An additional reason for removal lies in the occasional mistaken 
diagnosis. 

(3) Many sebaceous cysts may with propriety be removed in the surgery 
or home. 

(4) Some practical suggestions are made concerning the operation on 
non-inflamed and inflamed cysts. 
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REVISION CORNER 


DIFFERENTIAL DIAGNOSIS OF STEATORRHGA 


STEATORRHA is the excretion of excess fat in the stools and should be 
considered a sign of small bowel dysfunction. Although more commonly 
associated with diarrhea, it is by no means constantly so; indeed, the stools 
may appear normal in colour and consistency. Steatorrhcea may be detected 
by measuring the daily faecal fat excretion while on a normal varied diet 
containing between 50 and 150 g. of fat a day. The average daily excretion 
of 7 g. or more is abnormal. This mode of detecting steatorrhcea is more 
convenient than the fat balance technique, since it eliminates the necessity 
for accurately weighed diets and allows the collection of faeces to be made 
in the case of any cooperative inpatient or outpatient. 

The predominant symptoms may be associated with anzemia, diarrhoea or 
skeletal upsets and so necessitate exclusion of other conditions in which 
there is no upset in fat excretion. The differential diagnosis of steatorrhcea 
therefore falls into two parts. 


DISORDERS ASSOCIATED WITH STEATORRHEA 

(a) Disturbances within the intestinal canal brought about by:— 

(i) Hepatic and biliary disorders: e.g. jaundice due to infective hepatitis, 
certain types of cirrhosis or obstruction from stone or neoplasm. (ii) Pan- 
creatic dysfunction: e.g. chronic pancreatitis or pancreatic neoplasm. (iii) 
Gastric dysfunction: e.g. partial gastrectomy. (iv) Intestinal dysfunction: 
e.g. resection resulting in inadequate absorbing surface, or small bowel 
diverticulz or entero-colic anastomosis. 

(b) Disorders due to alterations in the intestinal wall, e.g.:— 

(i) Regional enteritis, jejunitis. (ii) Non-specific ulcerative enteritis, infec- 
tive enteritis. (iii) Tuberculosis. (iv) Amyloidosis. (v) Scleroderma. (vi) In- 
testinal lipodystrophy. (vii) Neoplasm. 

(c) Specific disorders not associated with gross pathology: 

(i) Tropical sprue. (ii) Coeliac disease. (iii) Adult coeliac disease (non- 
tropical sprue, idiopathic steatorrheea). 

Certain generalizations may be made:— 

(1) Conditions in which jaundice is associated with steatorrhcea do not 
cause difficulty in differentiation and will not be considered further. 

(2) Investigation of patients with steatorrhoea cannot be considered com- 
plete without a careful radiological examination of the small intestine and a 
complete haematological survey. 

(3) The presence of an abdominal scar in such patients demands that 
partial gastrectomy, entero-anastomosis, blind loop or extensive resection 
be excluded as the cause of the condition. 


June 1958. Vol. 180 (753) 
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RADIOLOGICAL AND HEMATOLOGICAL FINDINGS 

The radiological appearances of the small intestine of adult cceliac disease 
are often sufficiently characteristic to allow a firm diagnosis: general dilata- 
tion and widening of the valvule coniventes are shown well with non- 
flocculating barium preparations. Careful differentiation may be needed to 
distinguish jejunitis, intestinal lipodystrophy, tuberculosis, and reticulo- 
sarcoma, but usually most of the disorders of the intestinal wall can be 
identified. Resections, diverticula and other surgical interventions should 
not be missed. The presence of pancreatic lithiasis may quickly confirm the 
etiology in some patients. 

Hematological examination will reveal deficiencies of iron, folic acid, or 
vitamin B,, in the majority of cases. The condition that is least likely to 
show any hematological defect is pancreatogenous steatorrhcea. The presence 
of a macrocytic anemia with normal levels of vitamin B,, should exclude 
steatorrhcea due to gastrectomy or intestinal diverticula, as low levels are the 
usual findings in such patients. 

Traditionally, a flat glucose tolerance curve has been cited as one of the 
criteria of adult cceliac disease, but such curves are encountered in normal 
subjects. The presence of a high climbing curve may be significant evidence 
in favour of chronic pancreatitis. A normal glucose tolerance, however, in 
no way invalidates the diagnosis of adult ceeliac disease. A somewhat more 
satisfactory test is the xylose excretion test in which less than 20 per cent. 
of the administered dose is excreted in adult cceliac disease and tropical 
sprue, and 30 per cent. or more in chronic pancreatitis. 

Differentiation between adult cceliac disease and jejunitis may be assisted 
with the evidence produced by jejunal biopsy. In the first condition, atrophy 
of the mucosa is usually present; in the second, evidence of subacute inflam- 
mation will be demonstrated. Thus, a relatively firm diagnosis should be 
possible in most patients presenting with steatorrhcea, but there will always 
be some who will need continued observation before any opinion can be 
expressed. 

CONDITIONS WHICH MAY BE CONFUSED WITH 
DISORDERS WITH STEATORRH@A 

(a) Anemia.—Since the majority of patients with adult cceliac disease 
develop macrocytic anemia, and at least 50 per cent. have low serum 
vitamin B,, levels, pernicious anzemia, in which diarrhoea occurs in 7 to 10 
per cent. of patients, may cause confusion. Pernicious anzmia, however, is 
not associated with steatorrhcoea. Whilst ordinarily pernicious anemia 
causes little trouble in differentiation, it has become axiomatic that anzemia, 
with atypical features, particularly with megaloblastosis, demands investiga- 
tion of the fecal fat. Indeed, except in pregnancy, any megaloblastic anaemia 
before the age of 30 should be investigated for steatorrhcea. 

(b) Bone disorders.—Any patient presenting with osteomalacia or osteo- 
porosis may have steatorrheea and this possibility must always be investigated 
before a final diagnosis is reached. 
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(c) Diarrhea.—Recurrent or chronic diarrheea is liable to receive the 
diagnosis of lienteric diarrheea or colitis. Investigation of lienteric diarrhea 
almost invariably reveals steatorrhoea, whilst certain cases of ‘colitis’, with 
blood and mucus appearing intermittently in the stools, can be correctly 
diagnosed as ‘entero-colitis’ or one of the other disorders by the demonstra- 
tion of stearorrhoea. It should be emphasized that steatorrhcea may occur in 
the absence of diarrheea. 

There will, of course, remain a number of non-specific presenting symp- 
toms such as glossitis, loss of weight or pyrexia of unknown etiology in 
which the cause may be attributed to one of the disorders associated with 
steatorrhoea, 

W. T. CooKE, M.D., F.R.C.P. 
Reader in Medicine, University of Birmingham; 
Physician, United Birmingham Hospitals. 


PALPITATIONS 


PALPITATIONS result from forceful and rapid contractions of the heart, which 
the patient appreciates as a ‘bumping’ or ‘fluttering’ sensation in the 
precordium. Palpitation is not necessarily associated with pain, although 
certain arrhythmias are accompanied by discomfort and the greater the 
discomfort the more probable is it that the ectopic beats are innocuous. 
Many patients are, of course, aware that palpitations often occur as a result 
of simple physical strain in healthy persons. But palpitations arising at 
other times are apt to cause anxiety in apprehensive patients, who assume 
that this symptom is inevitably a result of ‘some damage to the heart’. 

In most cases, physical examination alone will readily differentiate pal- 
pitations which are of cardiac origin and establish the correct diagnosis. It 
is particularly important to obtain a brief outline history and conduct the 
examination without making the patient unnecessarily apprehensive or 
scared, for those patients whose palpitations prove to be associated with 
organic disease will be few. 


CAUSATIVE FACTORS 
Valvular disease of the heart does not normally present any diagnostic 
problem; alteration in the size of the heart, in the heart sounds and, of 
course, the presence of the various murmurs will indicate the presence of a 
valvular lesion and there may be corroborative evidence in the previous 
medical history. Mitral stenosis may be suspected from the characteristic 
‘slapping’ first sound at the apex, and exercise will often bring out the 
typical presystolic murmur when the presence of this lesion is in doubt. 
Soft aortic diastolic murmurs may be missed unless auscultation is completed 
in the sitting as well as the recumbent posture. 
Hypertension is readily detected from the pulse and sphygmomanometer, 
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and in established cases by the presence of left ventricular hypertrophy too 
Left ventricular enlargement unaccompanied by hypertension (or evidencd 
of previous hypertension with thickening of the retinal arteries) is a mord 
difficult diagnostic problem, and here the possibility of myocardial disease 
must be considered. When such results from atheroma, this is generally 
indicated by a history of ischemic pain on exertion; excessive stoutness of 
signs of chronic alcoholism may lead one to suspect the possibility of fatty 
changes in the myocardium. Hyperthyroidism and chronic anemia may also 
cause cardiac enlargement; these will be discussed later. It must also be 
remembered that many chronic infections—even when unaccompanied by 
anzmia—may of themselves cause palpitation on relatively trivial exertion. 

Right ventricular strain should only be suspected when there is a long. 
standing history of respiratory disease, and in the presence of established 
emphysema with chronic bronchitis, bronchiectasis or other chronic lung 
infection. Uncomplicated asthma seldom causes palpitations unless accom- 
panied by a severe degree of emphysema; most asthmatics suffering from 
palpitations are in fact suffering from the results of an overdose of adrenaline, 
isoprenaline or aminophylline. 

Anemia often causes palpitations, but when sufficiently severe to cause 
this, it is, of course, obvious from the patient’s appearance. Hyperthyroidism 
often presents as palpitations, and even in the absence of exophthalmos its 
presence may be established from the tachycardia and high pulse pressure 
with the accompanying signs of warm, sweaty skin, fine tremor of the 
outstretched hands and perhaps diffuse or nodular enlargement of the 
thyroid gland itself. 

Simple mechanical pressure upon, or displacement of, the heart must also 
be borne in mind; many people retiring to bed with a distended stomach 
soon after a hastily consumed meal often experience palpitation, which 
prevents them from settling to sleep—until eructation of wind reduces 
their gastric ‘air bubble’ to normal proportions. Similarly, mechanical dis- 
placement of the heart in the later stages of pregnancy, from ovarian cyst, 
ascites or pleural effusion, may cause an unpleasant awareness of the normal 
heart beats. Other causes such as mediastinal adenopathy or tumour can be 
identified by clinical examination of the chest or their presence confirmed 
by a routine chest x-ray. 

Of the various drugs and poisons which may cause palpitation, tobacco 
smoking is perhapS one of the most common. Coffee, alcohol, cordite, 
proprietary preparations containing thyroid, insulin, morphine, procaine, 
pethidine and hypotensive drugs may also cause cardiac irregularity and 
palpitation. In a few cases the symptom may result from a simple cardiac 
arrhythmia; extrasystoles may be apparent at the time of examination and 
the patient’s description of the symptoms will usually identify other types 
of arrhythmia such as paroxysmal tachycardia and fibrillation. 

There remain two other common causes of this symptom. The first and 
perhaps most commonly encountered group is too well known to require 
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more than passing reference. First described by John Calthrop Williams, 
in his book on ‘Nervous and Sympathetic Palpitation of the Heart’ in 1836 
(a few years after Laénnec introduced the first monaural stethoscope), the 
condition has passed under a variety of diagnostic labels from ‘soldier’s 
heart’ to ‘D.A.H.’, and is essentially a disorder of the vasomotor control 
of the heart unaccompanied by any organic disease of the heart or circula- 
tion. The modern ‘effort syndrome’ is essentially of similar etiology, and 
these patients can confidently be reassured about the origin and triviality 
of their symptoms. ‘The second group is more difficult to reassure, because 
in these patients the alleged cardiac symptoms (which invariably include 
palpitations) are but one manifestation of neurosis or hypochondriasis. 
It is usually necessary to have a chest x-ray and electrocardiogram to afford 
these individuals even temporary reassurance. 
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CONCLUSION 

In the vast majority of cases, clinical examination alone suffices to establish 
the cause of palpitations, and it should seldom be necessary to proceed to 
further investigation unless there are the strongest reasons for suspecting the 
symptom to be associated with underlying disease. Unnecessary resort to 
x-rays and electrocardiography will only serve to alarm the apprehensive 

patient and may well contribute to creating a cardiac neurosis. 
R. Gwyn EVANS, M.B.E., T.D., M.D., M.R.C.P. 
Physician, General Hospital, Nottingham. 
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Dosage of Gamma Globulin 
Query.—What is the 
globulin? 


dosage of gamma 


RepLy.—T he dose of gamma globulin depends 
upon the condition for which it is being pre- 
scribed; in view of the nature and activity of 
gamma globulin this will presumably be for an 
infection—and it may be used either curatively 
or prophylactically, or as replacement therapy 
in agammaglobulinemic persons who are liable 
to recurrent infections. It is of great value, in 
conjunction with antibiotics, in the treatment 
of severe infections in the newborn, in prema- 
ture infants, and in generalized vaccinia. 
Prophylactically it is used in the prevention 
or attenuation of measles, both in individuals 
and in the control of school or hospital out- 
breaks. It is also used to increase resistance 
against poliomyelitis in exposed persons 
nurses and doctors, for example—and is ad- 
vised for patients who have recently undergone 
tonsillectomy when an outbreak of poliomyelitis 
occurs. It has been advocated for the prevention 





early months of pregnancy, in order to protect 
the foetus, and there is some evidence of its 
value in the prevention of infective hepatitis. 
For the protection of unvaccinated smallpox 
contacts hyperimmune gamma globulin pre- 
pared from the serum of recently vaccinated 
persons is of special value. 

Its effect is short-lived (3 to 4 weeks) and in 
patients with agammaglobulinemia treatment 
must be repeated at three- to four-week inter- 
vals, or less. 

It is administered intramuscularly and is 
prepared in ampoules containing 100 mg. per 
ml. The doses recommended at present are:— 

(1) Inagammaglobulinzmia: 0.1 g./kg. of body 
weight at fortnightly intervals, or 0.05 g./kg. 
weekly. 

(2) To produce an attack of 
measles: 250 mg. given from three to nine days 


attenuated 


after exposure. 
(3) To prevent measles: from 250 to 750 mg., 
according to age, within three days of exposure. 
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(4) For persons exposed to poliomyelitis: 
adults 1.5 g., children 1 g., infants 500 mg. 

(5) For the protection of pregnant women 

exposed to rubella in the first trimester: 750 mg. 

(6) For contacts with infective hepatitis: 500 

mg. for adults and 250 mg. for children. 
PROFESSOR WILFRID GAISFORD, M.D., 
M.SC., F.R.C.P, 


Amenorrhea 
Query.—It is claimed that the administration 
of two tablets of a preparation, known as 
‘primodos’, on each of two consecutive days in 
cases of amenorrhcea of short duration, causes a 
bleeding resembling a true menstruation after 
3 to 6 days. If bleeding does not occur, preg- 
nancy is highly probable. Is this a safe or wise 
procedure, or is there any possibility of in- 
ducing an abortion by such therapy? 
Rep.ty.—The administration of two tablets of 
‘primodos’ (10 mg. of norethindrone and 0.05 
mg. of ethinyleestradiol) on each of two suc- 
cessive days in cases of amenorrhea of short 
duration carries with it no risk. If the amenor- 
rheea is of psychosomatic origin, the adminis- 
tration of the hormones is followed by bleeding 
within seven days. This is progestogen-cestrogen 
withdrawal bleeding. If, on the other hand, an 
early pregnancy exists, the administered hor- 
mones augment the hormone production of the 
ovaries, and therefore may prevent rather than 
induce an abortion. The administration of 
progestogen and cestrogen is now a recognized 
clinical test in the diagnosis of early pregnancy. 
The method has been reported by Matthew and 
Hobson (%. Obstet. Gynec. Brit. Emp. (1953): 
60, 363) and by Matthew (Brit. med. 7. (1956): 
ii, 979). 

T. N. MacGRrecor, M.D., F.R.C.S., F.R.C.O.G. 


Oral Contraceptives 

Query.—I should be grateful for an authorita- 
tive statement concerning the new oral contra- 
ceptives. Specifically, how soon must they be 
taken, how long do they last, are they cumu- 
lative in their effect, do they tend eventually to 
produce sterility? 

Rep.y.—It is scarcely justifiable to refer to the 
‘new oral contraceptives’ as though such sub- 
stances existed in forms which could be recom- 
mended for general clinical use. Of course, oral 
cestrogens, taken in doses which will inhibit 
ovulation, are ‘oral contraceptives’ but would 
not ordinarily be regarded as such because they 
would not be sufficiently reliable for this pur- 
pose. The substances to which the query 


probably refers are either progestogens, such as 
‘enovid’ (Searle) which, like oestrogens, can 
m.xylohydroquinone 


inhibit 


ovulation, or 
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which, according to Sanyal, has an anti-pro. 
gesterone effect, thus preventing nidation of th 
fertilized ovum. 

‘Enovid’, I understand, has been used in a 
extensive field trial in Puerto Rico by Gregor 
Pincus and, given in a daily dose of 10 to 2 
mg. from the second or third day of the cycld 
for twenty days, inhibits ovulation and so pre 
vents conception. Treatment obviously has tg 
be repeated in each cycle. There is no reason 
to suspect a cumulative effect, though whethe 
it might eventually cause sterility is not known 

M.xylohydroquinone has not been used out 
side India and, although in trials it has reduced 
the conception rate, it does not appear to b 
very reliable and, moreover, it is unstable. I 
has been given during the second half of the 
cycle, usually in two doses and the effect, if any 
lasts for that cycle only. It is not cumulativ 
and does not appear to affect future fertility 
The fact is that the ideal oral contraceptive i 
still a long way off. 

G. I. M. Swyer, D.M., M.R.C.P 


Fluorine in Pregnancy 
QuerRY.—Would the administration of fluoring 
to a pregnant woman result in any improvemen 
either to her own teeth, or those of her futur 
offspring? If so, what is the recommended dail} 
dose, and what compound should be used 
Should fluorine be administered throughow 
pregnancy? 

Rep_ty.—The administration of fluorine in an’ 
form to a pregnant woman is not likely to resu! 
in any improvement in her own teeth and j 
also unlikely to be effective in reducing th 
incidence of new carious cavities. There is, ij 
fact, no reliable evidence that the enamel ¢ 
adults’ teeth, previously formed and calcified if 
childhood, can be influenced in any way by thé 
ingestion of mineral salts. 

So far as her future offspring is concerned, 
on theoretical grounds, the administration of ¢ 
fluoride salt to a pregnant woman might bk 
expected, provided an adequate blood concen: 
tration was maintained and fluoride could pas 
the placental barrier and enter the feetal circu; 
lation, to be incorporated into those portions 0 
the deciduous tooth enamel calcified befor 
birth. Even if this were so in practice it shoul 
be stressed that only the prenatal enamel of th 
deciduous dentition of the offspring would hav 
this fluoride incorporated into it and neither th 
postnatal enamel of the deciduous teeth, i 
which carious attack is frequent and more of! 
problem to treat, nor the enamel of any of th 
permanent teeth would benefit. 

Although some clinical research has_ beet 
conducted on the ingestion of fluoride salt 
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NOTES AND QUERIES 


the results are in no way conclusive and are 
open to criticism for lack of controls. In a small 
proportion of cases, generalized toxic reactions, 
such as skin rashes, headache and weakness, 
have been reported following daily ingestion of 
fluoride tablets by pregnant women. As yet 
therefore there are not adequate clinical indi- 
cations for the administration of fluoride salts 
during pregnancy for the sake of the future 
offspring’s teeth. 

Should future research prove that this pro- 
cedure would be desirable, the form in which 
fluoride might be administered would probably 
best be as either sodium or calcium fluoride, 
1 mg. a day in tablet form, the vehicle for the 
fluoride in the tablets being either sodium 
chloride or a lactose base. Other compounds 
such as sodium monofluorophosphate and cal- 
cium fluoride with bone meal have been used 
in clinical investigations. 

This dose of 1 mg. a day is very roughly 
equivalent to the daily intake of fluoride when 
a child or adult lives in a district where the 
fluoride content of the drinking water is at its 
optimum value of 1 part per million for the 
formation of caries-resistant enamel. Another 
point therefore is that if the pregnant mother 
is already drinking from a water supply con- 
taining 1 p.p.m. fluoride, further ingestion of 
fluoride tablets by mouth is certainly contra- 
indicated. 

R. R. STEPHENS, B.D.S., M.R.C.S., L.R.C.P. 


Anticoagulant Treatment in 
Outlying Districts 

Query (from a reader in Southern Rhodesia).— 
My practice is 60 miles from the possibility of 
Quick’s prothrombin time test and patients are 
often cut off from this village for a week or so 
by flooded rivers. 

(1) Should I give an anticoagulant when there 
is clear clinical diagnosis of coronary throm- 
bosis? If so, what and for how long? 

(2) It was stated at the 28th Scientific Session 
of the American Heart Association at New 
Orleans that the standard clotting time is a 
more reliable guide to bleeding tendencies than 
the Quick test. If this is true, is there a simple 
way of performing it? 

(3) In a suspected venous thrombosis of the 
leg, is it wise to give phenindione, 50 mg. thrice 
daily for a few days, provided vitamin K. is 
handy? 

RepLy.—To be effective anticoagulants have to 
be given in the treatment of coronary throm- 
bosis in an amount which increases the pro- 
thrombin time by 2 to 2} times. It is not 
possible to apply this treatment unless there are 
facilities for estimation of the prothrombin 
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time, and it would be most unwise to institute 
such treatment without laboratory facilities. 
Equally, in the treatment of venous thrombosis 
of the leg the administration of phenindione 
cannot be recommended in any dosage unless 
the prothrombin time can be carefully watched. 
It is true that some people have prescribed this 
treatment without any control of the pro- 
thrombin time but in the small doses used it is 
doubtful whether any benefit to the patient 
accrues. The standard clotting time cannot be 
be used in controlling anticoagulant treatment 
with the dicoumarol group of drugs. It is used, 
however, in the control of anticoagulant treat- 
ment with heparin but, as this has to be given 
by repeated intravenous injections, it does not 
seem suitable or practicable in the geographical 
circumstances described. 

R. I. S. BAyYLiss, M.D., F.R.C.P. 


Treatment of Dandruff 


Query.—I should be grateful for advice on the 
treatment of dandruff in a family consisting of 
father, mother, a boy aged four years, and a girl 
aged eighteen months. Both parents have severe 
dandruff which has failed to respond to the 
usual treatment. Both children have small areas 
which have also failed to respond. The condition 
appears to have originated while the husband 
was in India. The wife had no trouble before 
marriage. 

Repty.—Is the malady dandruff? One asks 
merely because the trouble originated abroad 
and has been resistant to treatment. I suppose 
that a low-grade favus or a tinea is not being 
missed? Or have one parent and two children 
really got psoriasis (often in the scalp confused 
with dandruff) whilst the other parent has 
dandruff (it seems unlikely that both parents 
would have psoriasis, although could 
happen)? 

If the diagnosis of dandruff is correct (and 
here again one becomes suspicious because 
dandruff in a child aged eighteen months is very 
unusual) the advice I would give would be: no 
sharing of combs, hairbrushes or towels; a diet 
rich in protein and fresh foods with no excess 
of carbohydrates; no chocolate or cocoa. For 
the adults either the use of ‘selsun’ strictly in 


this 


accordance with the manufacturers’ recom- 
mendations or the use every night of a cream 
made of:— 


Solution of tar 
Salicylic acid 
Precipitated sulphur 


6 per cent. 
3 per cent. 
4 per cent. 


Emulsifying ointment 33 per cent. 
(in water) 


This cream should be employed for a fortnight 
and thereafter salicylic and mercuric chloride 
lotion B.P.C. should be rubbed in to the scalp 
twice daily. The adults’ scalps to be shampooed 
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every 5 to 7 days with either spirit soap or a 
suitable proprietary shampoo of which there are 
several on the market. For the children, ‘col- 
losol’ scalp lotion twice daily; or a cream similar 
to that suggested for the parents but with the 
amount of each active ingredient reduced by 
half or even two-thirds; or an ointment con- 
taining equal parts of glycerin of starch and 
salicylic acid ointment B.P.; their heads to be 
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washed twice weekly. Finally, it may be worth 
noting that very resistant cases may respond to 
oxytetracycline with hydrocortisone ointment, 
‘barquinol H.C.’ (these suggestions apply par- 
ticularly to the children) or to an ointment 
containing cinnabar 1% and sulphur 3%. 
Prognosis: Dandruff often relapses after 

apparent cure. 
R. M. B. MacKENNA, M.D., F.R.C.P. 


PRACTICAL NOTES 


Treatment of Acute Pulmonary 
(Edema 


FuLt details of the treatment of acute pulmonary 
cedema are given by Samuel Oram (British 
Journal of Tuberculosis and Diseases of the Chest, 
April 1958, 52, 114). The patient should be 
propped up in bed, with his legs dependent 
over the edge of the bed. If he is drowning in 
cedema fluid a suction catheter should be in- 
serted down the trachea—either through the 
nose or the mouth. Oxygen should be adminis- 
tered by a ‘very light disposable plastic mask 
(British Oxygen Company)’; as high concentra- 
tions are irritant, its administration should be 
intermittent. Defoaming agents are considered 
worthy of trial, given by some such simple 
method as that of Luisada, using a nasal catheter 
and a 95% solution of ethyl alcohol. Provided 
the blood pressure is not diminished, vene- 
section or the application of tourniquets to the 
limbs may be of value. For the former to be of 
any help, at least a pint (600 ml.) must be 
withdrawn rapidly from an antecubital vein. 
Morphine is the drug of choice in attacks due 
to hypertension, cardiac infarction, uremia and 
mitral stenosis: 4 to } grain (20 to 16 mg.) 
subcutaneously. In fulminating attacks, 4 grain 
(10 mg.) may be given slowly intravenously. 
Atropine is of doubtful value except in the 
presence of bradycardia. Because of its atropine- 
like action, pethidine should not be substituted 
for morphine. Aminophylline is probably only 
indicated in the presence of Cheyne-Stokes 
respiration: 0.25 to 0.55 g. intravenously, given 
very slowly in 20 ml. of distilled water. Mer- 
curial diuretics are of little immediate value in 
the acute attacks, but should always be given. 
Digitalis must be used with caution. It is of 
most value in the presence of atrial fibrillation 
with a rapid ventricular rate. It is best given 
orally. In hypertensive left ventricular failure, 
reduction of blood pressure by ganglion- 
blocking drugs given parenterally may produce 
dramatic relief: either hexamethonium bromide, 
20 to 30 mg., or pentolinium tartrate, 5 mg., 
should be given subcutaneously. 








Obstetric Analgesia 

SATISFACTORY results are reported by I. E. 
Purkis (Canadian Medical Association Journal, 
February 15, 1958, 78, 245) from the use of 
‘ pacatal’, a phenothiazine derivative, as an anal- 
gesic in obstetrics. He reports his findings in 
25 patients—22 primigravide and 3 multi- 
gravidz. On account of irritant properties when 
given parenterally it should be given orally. 
The dosage used in this investigation was 1 mg. 
per lb. (2.2 mg. per kg.) body weight. It was 
given in the first stage of labour and was found 
to have a calming effect, to potentiate the action 
of analgesics or hypnotics which might be 
required at a later stage of labour, thereby 
reducing the dosage of these which was required, 
and to have minimal side-effects. Uterine con- 
tractions increased in force and frequency after 
its use and in the second stage patients rested 
well between pains and, with two exceptions, 
were ‘ extremely cooperative’. About half the 
patients required nitrous oxide and oxygen 
analgesia at the close of the second stage. In the 
third stage the uterus contracted and the 
placenta separated normally without undue 
delay. There was no adverse effect upon the 
infant. 


Prednisolone Aerosol in Asthmatic 


Bronchitis 
*‘PREDNISOLONE phosphate in the form of a solu- 
tion can be nebulized satisfactorily and appears 
to be well tolerated’ according to G. A. Peters 
and L. L. Henderson (Proceedings of the Staff 
Meetings of the Mayo Clinic, February 5, 1958, 
33, 57). Ten of eleven patients who were sub- 
ject to recurrent acute attacks of wheezing, 
cough and dyspncea which did not respond to 
conventional measures ‘appeared to be helped 
appreciably’ by nebulization with 0.25 ml. of 
prednisolone phosphate, alone or mixed with 
either 0.25 ml. of 1:200 isopropylarterenol 
hydrochloride or a water diluent, for fifteen- 
minute periods, four to six times daily. Courses 
of treatment ranged from 4 to 25 days. Treat- 
ment already in force, such as the administra- 
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PRACTICAL NOTES 


tion of iodide expectorants, ephedrine com- 
pounds and epinephrine by injection, was con- 
tinued as necessary. One of the probable 
advantages of this form of treatment is that the 
absorption of steroid should be minimal, as the 
total amount used each day is no more than 
7.5 mg., some of which is lost in administration. 
The authors conclude that ‘this form of therapy 
may prove to be a useful adjunct in the manage- 
ment of asthma’. 


Fever in Myocardial Infarction 
THE clinical significance of pyrexia in myo- 
cardial infarction has been studied by H. Tarn- 
ower and his colleagues (New York State Journal 
of Medicine, February 15, 1958, 58, 511) in 100 
consecutive cases. The temperature was re- 
corded rectally, and the upper normal limit was 
taken to be 100° F. (37.8° C.). Only two of the 
patients were afebrile; two were in shock on 
admission and died within 24 hours; the re- 
maining six ran mild uneventful courses. The 
latent period—i.e. the time interval between the 
onset of the attack and the elevation of tem- 
perature—was usually twelve to thirty-six hours, 
with extremes of eight to seventy-two hours. 
The duration of fever was usually two to seven 
days: in 49% of the 88 patients for whom this 
information was available, it was three days or 
less. Persistence of fever beyond the ninth day 
suggests the presence of complications. The 
peak temperature always occurred within the 
first four days of pyrexia, and usually within 
the first two days of onset. Of the five patients 
in whom the peak temperatures occurred on the 
fourth day after the onset of fever, four died. 
The range of peak temperatures was usually 
between 100° and 103° F. (37.8 and 39.4° C.). 
Of the ten patients in whom peak temperatures 
rose above 103° F. (39.4° C.), six died. 


Steroid Therapy in Reticulosis of 
the Skin 


‘STEROIDS are the treatment of choice in pre- 
mycotic exfoliative states’ and ‘they have a place 
in the management of the tumour phase of the 
disease and also of “‘tumeurs d’emblée” or 
reticulosarcoma of skin’, according to A. Gird- 
wood Fergusson and his colleagues (British 
Journal of Dermatology, February 1958, 70, 58). 
These conclusions are based upon their experi- 
ence with 10 patients ‘in whom the diagnosis of 
early mycosis fungoides appeared probable on 
clinical and histological grounds’ and in one 
patient with reticulosarcoma treated for periods 
varying from 34 to 1,190 days. They prefer 
corticotrophin. ‘The ease of administration of 
cortisone and prednisone’, they say, ‘can be 
dangerous in outpatients and they are apparently 
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less effective in some subjects’. The mode of 
action of the steroids is not known, but the 
view is expressed that ‘in bringing about the 
regression of premycotic exfoliative states the 
anti-inflammatory effect of steroids is likely to 
be more important than any possible anti- 
anabolic action’. 


Salt and Hypertension 

THE current interest in the corticosteroids 
has renewed the interest in the old problem of 
the relationship between salt intake and hyper- 
tension. A correspondent in Nature recently 
suggested that the high salt intake of modern 
societies was beneficial as it stimulated adrenal 
cortical function and thereby made the indi- 
vidual more responsive to the stresses of modern 
living. This contention is strongly disputed by 
L. K. Dahl (Nature, April 5, 1958, 181, 989) 
who reports that during the last ten years he 
has studied 75 patients who have been on low- 
salt diets (40 to 175 mg. daily) for long periods. 
These people have all maintained sodium 
balance and normal activity, without any evi- 
dence of impaired adrenocortical function. He 
therefore concludes that adrenocortical function 
is normal on a low-salt diet. He goes further and 
claims that ‘there is ample evidence to indicate 
that salt is a primary cause of “essential” 
hypertension’. In support of this thesis he quotes 
the high incidence of hypertension among 
Southern Negroes, compared with Southern 
Whites, in the United States, which he attri- 
butes to the formers’ predilection for salted 
pork as a staple article of diet. He also refers 
to recent work in Japan, indicating that in one 
prefecture in which the salt intake is double 
that of the rest of the country, the incidence of 
raised blood pressure is abnormally high. He 
therefore contends that ‘sharp reduction of 
current levels of salt intake could be carried out 
without any harm and probably with great 
benefit, by reducing the incidence of hyper- 
tensive cardiovascular disease’. 


Deodorant Granulomas 

A NEW cosmetic hazard is reviewed by 
W. B. Shelley and Harry J. Hurley, of Phila- 
delphia (British Journal of Dermatology, March 
1958, 70, 75). This is a granuloma produced 
as an allergic response to zirconium, the active 
constituent of a deodorant stick introduced in 
1955. Zirconium is a metallic element in group 
IV, period 5 of the periodic table, and acts as 
a deodorant by forming a complex with malo- 
dorous fatty acids, as well as possibly reducing 
the surface bacterial flora. It acts as an anti- 
perspirant by producing some eccrine poral 
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closure similar to that produced by aluminium 
salts. It has hitherto been considered a com- 
pletely innocuous substance and, amongst other 
uses, has been utilized as hemostatic brain 
clips and as intramedullary pins. During the 
last two years, however, 70 cases of granuloma 
due to the use of zirconium deodorant sticks 
have been reported in the United States. The 
lesion is invariably found in the axilla and 
appears as a chronic papular eruption which, 
histologically, shows a granulomatous pattern. 
From the evidence adduced in this report, 
there seems little doubt that these granulomas 
‘result from a specific acquired allergic hyper- 
sensitivity to zirconium’. The sensitivity is said 
to persist for years and the affected individual 
can never use zirconium products again. Treat- 
ment is disappointing, but the authors state 
that they ‘have used systemic steroid therapy 
with considerable temporary success’. 


Disposal of Tuberculous Sputum 
POLYTHENE flasks or mugs which are sterilized 
with modified hypochlorite solution are recom- 
mended as the best means of disposing of 
tuberculous sputum in the home, as well as in 
institutions, according to a report prepared by 
the public health committee of the Joint 
Tuberculosis Council (Tubercle, April 1958, 39, 
121). The hypochlorite solution is a strong 
bleach which, placed in the container, breaks 
down and sterilizes the sputum; it is then safe 
to dispose of the sputum through the W.C. 
pan or sluice. The mugs or flasks must be of 
polythene or some similar material because 
metal is corroded by the hypochlorite. There is 
no need to put the solution in the clean con- 
tainer; it can be added when this is collected 
for disposal but not less than two hours must 
be allowed for the bleach to liquefy and sterilize 
the sputum before the container is emptied 
into the W.C. pan. If the outside of the con- 
tainer becomes contaminated, it should be 
soaked in a weaker solution of the hypochlorite 
after its contents are emptied. For the steriliza- 
tion of cotton handkerchiefs in the home, these 
should be boiled for half an hour in a large pan 
with a lid, before being laundered. For paper 
handkerchiefs a cheap disposable polythene bag 
is the most satisfactory receptacle, the bag and 
handkerchiefs being burnt in the fire. Cotton 
or paper handkerchiefs, when soiled by ambu- 
lant patients, should be placed in a detachable 
cotton pocket which must be boiled frequently. 
Copies of this report, which also gives the 
names and addresses of firms supplying the 
materials mentioned, may be obtained from 
Dr. R. L. Midgley, Hawkmoor Chest Hospital, 
Bovey Tracey, Devon. 
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Blankets and Cross-Infection 


WOOLLEN blankets contribute to infection in a 
ward and should be replaced by ‘terylene’ or 
Turkish towelling, according to W. Atkinson 
and A. H. M. Littlewood (Nursing Mirror, 
April 11, 1958, 107, 105). They report an 
investigation in which they compared conven- 
tional woollen blankets, ‘terylene’ blankets and 
Turkish towelling blankets. These were washed 
with a detergent, ‘syndet 4’, at 37°C. in the 
hospital laundry, dried and then autoclaved in 
large dressing drums at 20 lb. per square inch 
for twenty-five minutes. This effectively ster- 
lized them, but after six such treatments the 
woollen blankets had lost 47% of their surface 
area, 4 ounces (113 g.) in weight, and ‘had 
felted into a disagreeably hard yellowish material 
which was unfit for use’. The ‘terylene’ blankets, 
on the other hand, had lost only 4% of their 
surface area and 2 ounces (56 g.) in weight and 
were ‘soft, white, and only a little less fluffy 
than at the outset’. The Turkish towelling lost 
19% of its surface area, 4 ounces (113 g.) in 
weight, and there was no change in colour but 
the material was not quite so soft as before 
washing. Washing at 37°C. did not sterilize the 
blankets; in fact, organisms were found to have 
been distributed from one blanket to another 
during the washing process, Patients preferred 
‘terylene’ or Turkish towelling blankets because 
they were warmer and lighter, and the former 
had the further advantage of being softer. 
“Terylene’ blankets accumulate a high static 
electrical charge and cannot therefore be used 
in the operating theatre or in an oxygen tent. 
Turkish towelling is more flammable than wool 
or ‘terylene’, but can be flame-proofed. 


Poker Player’s Palsy 

‘PoKER player’s palsy’ is the name suggested 
by I. N. Wolfson (New England Journal of 
Medicine, March 20, 1958, 258, 620) for a form 
of ulnar neuropathy, of which the following is 
an example. During the 1939-45 War a medical 
officer noticed numbness and tingling of his 
right fourth and fifth fingers which a neurologist 
whom he consulted found to be accompanied 
by slight weakness of the ulnar digital mus- 
culature. The cause was finally tracked down to 
the patient’s habit of spending most of his 
evenings playing poker. He then habitually sat 
with his chin resting on his right palm, and 
leaning on his right elbow. His left hand was 
kept free for the purpose of throwing money 
towards the ‘pot’ and, from time to time, 
drawing the ‘pot’ to his own particular pile. 
When his position of play was changed so as to 
remove pressure from his elbow, the symptoms 
of his ulnar neuropathy disappeared. 
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REVIEWS OF BOOKS 


Drugs, Their Nature, Action and Use. By 
Harry BECKMAN, M.D. Philadelphia and 
London: W. B. Saunders Co., 1958. 
Pp. xvii and 728. Figures 126. Price 
£5 55. 

PHARMACOLOGY is the orphan of the storm 
which is at present raging between the pre- 
clinical and clinical sections of the medical 
curriculum. The physiologists claim that it is 
a subdivision of their specialty, whilst the 
clinicians claim that it is only they who can 
teach the students what they need to know 
about drugs. Sooner or later this storm in a 
teacup will blow over and the inevitable com- 
promise will be achieved whereby every medical 
school will have its department of therapeutics 
in which students will be taught all they need 
to know about the action and use of drugs in 
human beings. 

This new book by Dr. Beckman is a laudable 
attempt to anticipate this compromise. By salting 
the empiricism of the clinician with a sprinkling 
of science he has produced an admirable guide 
for the medical student to the intricacies of 
clinical therapeutics. Typical of his eclectic 
approach is his inclusion of a chapter on car- 
minatives which gives full details of how to 
make a turpentine stupe. British readers will 
appreciate the subtlety of the use of the two 
terms—‘British Empire’ and ‘England’ in the 
following two quotations. The first applies to 
chloroform: ‘In the British Empire, however, 
it is still extensively used by experienced ob- 
stetricians, who make out a very good case for 
it’. “Trichlorethylene is much used for all 
obstetric purposes in England’. This is a book 
which one has no hesitation in recommending 
to the medical student as one of the best guides 
available to that treacherous passage that leads 
from academic pharmacology to clinical thera- 
peutics. 


Modern Trends in _ Gastro-Enterology. 
(Second Series.) Edited by F. Avery 
JONEs, M.D., F.R.c.P. London: Butter- 
worth & Co. (Publishers) Ltd., 1958. 
Pp. xix and 439. Figures 143. Price 
78s. 6d. 

As Professor Illingworth points out in his fore- 

word, this book ‘is in no sense a systematic 

treatise’. So much is this the case that it is 
difficult to decide for whom it is intended. 

There are really only two chapters which will 

prove of value to the ordinary common or 

garden clinician—that on protozoal and _ hel- 
minthic intestinal infections by Colonel Drew, 


and that on the effects of ACTH and corti- 
costeroids on the alimentary tract by Professor 
L. J. Witts. The editor’s own section on the 
medical aspects of peptic ulcer is perhaps the 
best example of how this monograph falls 
between two stools. There is little of value in 
it for the general clinician, and it tells the expert 
nothing he did not know before. One of the 
troubles about this book is that too many of the 
contributors appear to have concentrated on 
producing a mass of fully documented data 
without attempting any synthesis or critical 
interpretation. There are, of course, certain 
notable exceptions, such as Harold Edwards’ 
chapter on Crohn’s disease, and for these the 
book is well worth careful study. As a guide to 
the subject, however, it is not likely to have 
much appeal for either the professional or the 
amateur gastroenterologist. 


Endocrine Aspects of Breast Cancer. Edited 
by ALASTAIR R. CURRIE, M.B., F.R.C.P.ED, 
Edinburgh: E. & S. Livingstone Ltd., 
1958. Pp. xvi and 340. Illustrated. 
Price 37s. 6d. 

Tuis volume consists of the proceedings of a 

three-day conference, organized by the Uni- 

versity of Glasgow, that took place in July 1957. 

All the papers read at the conference are pub- 

lished in full and the discussion and summaries 

are edited. The clinical section is devoted to an 
account of the selection of cases, technique and 
results of treatment by o6phorectomy, adrenal- 
ectomy, hypophysectomy, stalk resection, and 
implantation of radioactive gold, yttrium-go or 
phosphorus-32 into the pituitary. The conclu- 
sion reached is that endocrine surgery or other 
ablative methods provide what Sir Stanford 
Cade described as ‘a superb palliation’. Little 
light was thrown on the problem of selecting 
suitable cases. The second section is devoted to 
pathology. The third section deals with hor- 
mone studies in breast cancer. Urinary gonado- 
trophin excretion appears to be appreciably 
higher in patients who subsequently respond 
poorly to pituitary oestrogen 
therapy. Hadfield’s method of estimating the 
mammotrophic potency of urine is discussed 


irradiation or 


somewhat critically. Modern methods of deter- 
mining oestrogens are presented in some detail. 
The surprising finding of appreciable quantities 
of cestrogen in the urine of patients who have 
been submitted to bilateral o6phorectomy and 
bilateral adrenalectomy or hypophysectomy by 
Bulbrook, Williams and by 
Scowen is discussed, and there is a critical dis- 
Hayward’s claim that there is a 
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significant difference between the 17-ketosteroid 
and 17-hydroxycorticoid output in patients who 
respond favourably to adrenalectomy or hypo- 
physectomy and those who do not. The final 
section is concerned with experimental patho- 
logy and includes an authoritative review of the 
endocrine control of mammary growth and 
lactation by Cowie and Folley. 

It is clear from what has been said that a lot 
of the contributions were in the nature of 
pretty strong meat and that a steroid chemist’s 
meat may be a clinician’s poison. Nevertheless, 
the mustering of so many distinguished experts 
in so many different disciplines not only from 
Great Britain but from Europe, America and 
New Zealand has led to what is probably the 
most complete and up-to-date review of this 
important and fascinating subject. 


The Compleat Pediatrician. By W. C. 
DAVISON, M.D., and JEANA DAvIsON 
LEVINTHAL, M.D. London: Staples Press 
Ltd., 1958. Pp. vi and 257. Price 35s. 

ProFEsSOR WILBUR Davison began this book as 
a notebook when he was at Johns Hopkins 
Hospital in 1919 in company with several who 
are now distinguished pediatricians in the 
United States. This is the first ‘straight ’ publi- 
cation in England (playfully discussed as an 
English translation) based upon the seventh 
American edition. For this new version Pro- 
fessor Davison’s daughter has been brought in 
as a collaborator. The book is a useful com- 
pendium of facts on pediatrics, a mixture of 
Beedeker and Bradshaw, appalling at first glance 
but gradually becoming to the addict a well- 
thumbed friend. It is divided into sections 
rather than pages and a good index makes 
consultation easy. The last chapter on drugs 
and prescriptions is especially valuable. Cross- 
references are well done and there is a common- 
sense tone throughout which is refreshing. 


Chronic Schizophrenia. By THOMAS FREE- 
MAN, M.D., D.P.M., JOHN L. CAMERON, 
M.B., D.P.M., and ANDREW McGuiE, 
M.A. London: Tavistock Publications 
Ltd., 1958. Pp. x and 158. Price 21s. 

Except by a handful of individuals, mostly 

psychoanalysts, intensive psychotherapy has not 

been widely used in the treatment of schizo- 

phrenia. This, however, has not prevented a 

good deal of theorizing on psychopathological 

aspects of the disorder. In this interesting book 
the authors have put theory into practice and in 

a two-year study have attempted to interpret 

and treat the chronic schizophrenic by applying 

the insights of psychoanalysis. Three methods 
were used: group therapy, a treatment centre 
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staffed by nurses, and, lastly, a daily period was 
spent by the psychiatrist in the female refractory 
ward of a mental hospital, where the work was 
done. Much interesting material is presented 
which confirms certain psychoanalytical theories; 
unfortunately this is all too often the case in 
psychoanalytical studies. The results somehow 
get lost on the way: the nurses feel more com- 
fortable and secure in handling patients; the 
patients become more well behaved and co- 
operative and the psychiatrist learns a good deal. 
But this is not enough for the critic or even 
for sympathetically minded fellow-workers. 
Psychiatry is moving away from purely clinical 
study; no subject demands more careful use of 
controls and precise criteria. Interesting as this 
work is, it suffers from the defects inherent in 
such a Clinical approach. It is, however, an 
excellent exposition of the psychological concept 
of schizophrenia and provides interesting read- 
ing for the psychiatrist. 


Biological Aspects of Cancer. By Sir JULIAN 

Hux.ey, F.R.s. London: George Allen 

& Unwin, 1958. Pp. 156. Price 16s. 
Tuis is a fascinating and penetrating survey of 
cancer as a biological phenomenon by one who 
is pre-eminent as a biologist. Its unique quality 
and merit are that it is a synthesis of a great 
many facts about neoplasia presented in a frame 
of reference of biological observations and con- 
cepts. It is addressed primarily to biologists 
but, for this very reason, should be studied by 
all who, in one way or another, are concerned 
with cancer as a medical problem. A brief dis- 
cussion of the heterogeneity of tumours is 
followed by a chapter on the comparative distri- 
bution of neoplasms in vertebrates,” inverte- 
brates and plants. The chapter on the genetics 
of tumours is all too short and condensed, 
although it takes up about one-quarter of the 
text. The facts about the genetic evolution of 
cancers (tumour progression) are of great 
importance not only for cancer research but 
also for general genetics and for epigenetic 
differentiation. 

In the section devoted to carcinogenic viruses 
the reader will find a brief account of the various 
theories concerning the origin of viruses and of 
diverse replicating units such as plasmagenes, 
plant plastids, Kappa particles, and DNA units 
effecting genetic ‘transformation’ of bacteria. 
The final section of the book is entitled: 
“Tumours and epigenetics’. Epigenetics is a 
term for the analytical study of individual 
development with its central problem of differ- 
entiation, but as yet too little is known of the 
mechanisms and biochemical factors involved 
in epigenetic processes and of what determines 
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BOOK REVIEWS 


the replicable specificity of differentiated tissues. 

The author concludes his review with these 
words: ‘If the study of cancer is regarded as 
an important branch of general biology, both 
biology and medicine will profit’. No-one with 
any appreciation of the fundamental problems 
of cancer will disagree with this dictum. Cyto- 
genetics, epigenetics, comparative studies and 
human ecology and demography are fields in 
which biology and cancer research have a 
common interest and Huxley has made a 
notable contribution towards promoting this. 


Speech Correction at Home. By Morris 
VaL Jones, Px.D. Springfield, Illinois: 
Charles C Thomas; Oxford: Blackwell 
Scientific Publications, 1957. Pp. xiv 
and 138. Figures 60. Price 36s. 


Tuts book is intended to guide parents and 
others in speech training at home, mainly of 
children, although certain adult conditions are 
included. It is further intended that it should 
be used only for those under a speech therapist, 
and it will be useful to specialists and general 
practitioners by explaining to them the 
theoretical background of the practical exercises 
their patients have to undertake. The author 
lists seven experts who have helped him with 
the book; it is unfortunate that he did not con- 
sult a pediatrician, for the second chapter 
implies that if speech is faulty parents should not 
begin to worry until their child is four years old. 
This is far too late for the detection and correc- 
tion of deafness, and indeed there are only two 
brief references to hearing difficulties, particu- 
larly as the author makes it clear that a child 
learns speech by imitating what he has heard. 
An appendix contains a number of practical 
exercises. 


The Essentials of Pediatrics for Nurses. 
By I. KEsSEL, M.B., M.R.C.P., D.C.H. 
Edinburgh: E. & S. Livingstone Ltd., 
1957. Pp. xii and 213. Figures 88. 
Plates V. Price 21s. 


To compress pediatric medicine into less than 
200 pages, and make it readable and intelligible, 
is no mean task, and Dr. Kessel has made an 
excellent attempt. Nursing procedures as such 
are omitted. The briefness of the descriptions 
necessitates a certain scientific knowledge that 
all nurses may not possess, and clarity is some- 
times sacrificed to brevity. One would perhaps 
like to see more space devoted to the subject of 
infant feeding. As this book comes from South 
Africa, the British reader may be surprised to 
find that two of the four colour plates depict 
kwashiorkor, and that only proprietary dried 
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milks are available in that country. The text is 
clear and easy to read, and illustrated with good 
photographs. The book finishes with some use- 
ful information on dosage, and a series of exam- 
ination qvrstions for sick children’s nurses. 


Florence Nightingale and the Doctors. By 
Str ZACHARY COPE, M.D., M.S., F.R.C.S. 
London: Museum Press Ltd., 1958. 
Pp. 163. Plates 13. Price 21s. 

Str ZacHary Cope’s indirect approach to 

Florence Nightingale is brilliantly successful. 

He has taken the doctors with whom she had 

dealings and, largely through their corre- 

spondence, has provided a picture of the 
famous lady which may shock some of her 
more enthusiastic advocates, but which must 
appeal to the impartial historian as a more 
balanced one than has hitherto been available. 

What is too often forgotten is that reform of the 

nursing profession was already under way before 

Miss Nightingale’s time, and what is so arguable 

is whether her dictatorial methods were really 

necessary to carry that reform to its fruition. 
If Florence Nightingale had been merely an 
enthusiastic reformer with a mission in life, and 
dependent entirely upon her revivalist fervour, 
many of her methods would be understandable 
and excusable. She was, however, a woman of 
intelligence and should therefore have realized 
that her aims could have been achieved without 
sacrificing so many reputations in the process. 

To convert a playing field into a battle ground 

is always to be deprecated, unless such blood- 

shed is really necessary. What is becoming 
increasingly evident is that it was entirely un- 
necessary in this particular instance, and Sir 

Zachary Cope’s little book provides ample 

evidence to this effect. 


NEW EDITIONS 
Trends in Gerontology, by Nathan W. Shock, 
second edition (Oxford University Press, 36s.)— 
Whilst much of the data and statistics in this 
book appertain to the United States, some 
interesting comparisons between different coun- 
tries are given, particularly in respect of the 
changes in population. In discussing the medical 
aspects of old age Dr. Shock points out that 
much of the disability occurring in persons of 
65 and over arises from disorders which begin 
some 20 years earlier. The medical services for 
the aged must therefore include special clinics 
which aim at the early detection of disease. A 
few such clinics have been established both in 
the United States and in Britain. At the moment 
it is disease in old age which receives the greatest 
share of effort and finance in gerontological 
research. Only a few laboratories, chiefly in 
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universities, are carrying out basic research into 
problems of ageing. The number of research 
workers who are investigating these basic prob- 
lems is, however, increasing and in the final 
chapters of this book Dr. Shock describes the 
activities of some of these workers and defines 
the functions of an Institute of Gerontology 
which would help to realize fully their poten- 
tialities. He gives information on what is being 
achieved in many countries of the world and 
this should prove a valuable stimulus to future 
developments. 


Gynecologic and Obstetric Pathology, by Emil 
Novak, A.B., M.D., D.SC., F.A.C.S., F.R.C.O.G. 
(Hon.), and Edmund R. Novak, a.B., M.D., fourth 
edition (W. B. Saunders Co., 98s.).—The first 
three editions of this book established it as a 
standard textbook of reference in the English 
language, and many a gynecological pathologist 
in Great Britain has been glad to find inspira- 
tion and help when faced with the interpretation 
of a puzzling histological section. Emil Novak 
died in February 1957 and this edition is 
largely the work of his son, Edmund. It 
is a worthy successor to its predecessors 
and contains the pattern and much of the 
text of the original, with new sections on 
the cytology of the genital tract, and special 
reference to the diagnosis and control of uterine 
cancer. Certain obsolete and irrelevant matter 
has been strictly pruned and the chapter on 
cancer of the cervix has been modernized, 
especially that part dealing with carcinoma in 
situ. The chapter on hyperplasia of the endo- 
metrium has been rewritten and that on carci- 
noma of the endometrium represents the best 
modern thought on a subject which has been 
much neglected in this country. The biblio- 
graphy at the end of each chapter is lavish and 
up-to-date, and does not neglect the British 
contribution. The main attraction of this book 
has always been the superb illustrations and 
these are even better than before. Their excellent 
reproduction is enhanced by the paper on which 
they are printed, and with 683 illustrations the 
book cannot be considered expensive. The 
reviewer has one criticism: he hopes that in the 
next edition the important subject of genital 
tract tuberculosis will be separated into a 
chapter of its own. 


An Introduction to Pharmacology and Thera- 
peutics, by J. A. Gunn, C.B.E., M.D., D.SC., 
F.R.c.P., and J. D. P. Graham, M.D., F.R.F.P.S., 
F.R.C.P.ED. (Oxford University Press, 18s.).— 
The appearance of a ninth edition of this 
valuable little book is to be welcomed. It has been 
completely brought up to date and the writing 
is clear and precise. There is a valuable intro- 
ductory chapter and the choice of material is 
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largely based upon the current editions of the 
British and United States Pharmacopeeias. Even 
this restriction, however, means the introduction 
of the medical student to a formidable list of new 
substances with many diverse actions. The rapid 
development of so many new chemical com- 
pounds for the treatment of disease during 
recent years has greatly increased the difficulties 
and responsibilities of teachers of pharmacology 
and therapeutics. Some may think that too many 
preparations are mentioned and that an even 
more rigorous selection of fewer substances, 
either of fundamental pharmacological import- 
ance or in common therapeutic use, is appro- 
priate in an introductory volume. The space 
thus saved might profitably be devoted to a 
brief consideration of the assessment of drug 
action in man and the design of therapeutic 
trials. 

This book is one of the best short surveys of 
the field of pharmacology and therapeutics now 
available for medical students at an extremely 
modest price. It can be strongly recommended 
to students at the beginning of their course or to 
doctors who wish to revise and bring up to date 
their knowledge of this subject. 


Forensic Medicine, by Keith Simpson, M.D., in 
its third edition (Edward Arnold (Publishers) 
Ltd., 30s.), firmly entrenches itself as one of 
the best guides to the subject for the medical 
student. The author writes from a wide prac- 
tical knowledge and he is to be congratulated 
upon the skill with which he has selected the 
essential aspects of the subject and presented 
them within such a commendably small space. 
This, however, is no ‘cram’ book in the con- 
ventional sense of the term. It is a textbook in 
miniature—and every intelligent undergraduate 
appreciates the difference. Its final, and by no 
means least important, attribute is that it is 
written in a more attractive style than is usual 
in medico-legal textbooks. 








The contents of the July issue, which will contain a 
symposium on “The Problem of Rheumatism,’ will be 
found on page A118 at the end of the advertisement 
section. 





Notes and Preparations see page 767 
Notes From the Continent see page 771 
Fifty Years Ago see page 773 

Motoring Notes see page A89 

Travel Notes see page Ag3 





INDEX AND BINDING CASES 

The index to Vol. 180 (January-June, 1958) will be for- 
warded to all subscribers with the July issue. Binding 
cases for this and previous volumes are available in green 
cloth with gilt lettering, price 6s. each, post free. The 
cases are made to hold 6 copies after the advertise- 
ment pages have been removed; they are not self-binding. 
Alternatively, subscribers’ copies can be bound at an 
inclusive charge of 15s. per volume; this includes the 
cost of binding case and return postage. 





‘DISTIN 
will sh 
for the 
At pres¢ 
trial. (D 
way H 
Londor 


‘PREDSO 
contain 
are Iss 
drops, 

10 ml. 

lotion, | 
20 ml. 
0.5% ( 
0.5%, 

with of 
0.5% s 
3 ml. \ 
tions < 
taining 
for use 
A ‘pre 
nisolor 
mycin 
0.025° 
squeez 
These 
and fr 
Lad., | 


BENGL 
show 
Natior 
indivi 
upon 

Wemt 


TRUFC 
availal 
of the 
in the 
(Truf 


Newit 


THE ' 
base « 
preve 
back 
ture 


hardt 











f the 
Even 
ction 
f new 
rapid 
com- 
uring 
ilties 
ology 
nany 
even 
nces, 
20rt- 
pro- 
pace 
to a 
drug 
utic 


rs of 
now 
nely 
ded 
ir to 
date 


ual 


ent 


r= 
ng 
en 
he 
3e- 
1g. 


he 


NEW PREPARATIONS 
‘DisTIVIT’ vitamin B,, peptide complex 
will shortly be available in tablet form 
for the oral treatment of pernicious anzmia. 
At present supplies are only available for clinical 
trial. (Distillers Co. (Biochemicals) Ltd., Broad- 
way House, The Broadway, Wimbledon, 
London, S.W.19.) 


‘PREDSOL’” preparations for topical application 
contain prednisolone disodium phosphate and 
are issued in the following forms:—nasal 
drops, 0.1% in an aqueous vehicle (bottles of 
10 ml. with dropper); transparent aqueous skin 
lotion, 0.25% (plastic squeeze bottles containing 
20 ml.); greasy or non-greasy skin ointment, 
0.5% (tubes of 5 and 15 g.); eye ointment, 
0.5%, with bland paraffin base (tubes of 3 g. 
with ophthalmic nozzle), and eye- or ear-drops, 





0.5% sterile isotonic buffered solution (vials of 
3 ml. with dropper). These last three prepara- 
tions are also available as ‘PREDSOL-N’ (con- 
taining 0.5°% neomycin sulphate in addition) 
for use ‘when infection is present or suspected’. 
A ‘predsol-N’ nasal spray, containing pred- 
nisolone disodium phosphate, 0.025%, neo- 
mycin sulphate, 0.5%, and naphazoline nitrate, 
0.025% (isotonic aqueous solution in plastic 
squeeze bottles of 15 ml.) is also available. 
These preparations are said to be well tolerated 
and free from side-effects. (Glaxo Laboratories 
Ltd., Greenford, Middlesex.) 


PHARMACEUTICAL NOTES 
BencuE & Co. Ltp. have produced a price list 
showing the basic daily cost per patient to the 
National Health Service of treatment with their 
individual products. This is available to doctors 
upon request. (Mount Pleasant, Alperton, 
Wembley.) 


Truroop Lrp. announce that they now have 
available a descriptive leaflet giving full details 
of their synthetic food ‘minafen’ which is used 
in the dietary treatment of phenylketonuria. 
(Trufood Professional Information Service, 113 
Newington Causeway, London, S.E.1.) 


NEW APPARATUS 
Tue ‘Heymanson’ firm mattress base and firm- 
base divan have been specially produced ‘for the 
prevention and cure of slipped discs and other 
back troubles’ without the necessity for a frac- 
ture board. The base is made of perforated 
hardboard, and is used with a spring interior 
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mattress with heavier gauge springs in the centre 


section. (Rest Assured Mattress Co. Ltd., 
Bembridge Drive, Northampton.) 

FILM NEWS 
THe Twelfth Congress of the International 


Scientific Film Association will be held in Moscow 
from September 10 to 20, 1958. Full details 
may be obtained from the Scientific Film 
Association, 164 Shaftesbury Avenue, London, 
W.C.s. 


Going to Hospital with Mother (16 mm., sound; 
running time 45 minutes) is a documentary film 
made by James Robertson in cooperation with 
the staff, patients and parents at Amersham 
General Hospital. It shows that if mothers of 
young children can be accommodated in hospital 
to help in their care, it is of great advantage to 
all concerned, and also that adequate provision 
can be made by relatively simple improvisation 
in wards of traditional design. Available with 
commentary in English or French, at a rental 
charge of 25s. in Great Britain, from the 
Tavistock Institute of Human Relations, Child 
Development Research Unit, 2 Beaumont 
Street, London, W.1. 


TRAVELLING FELLOWSHIPS 

Tue College of General Practitioners invite 
applications for the 1958 Upjohn Travelling 
Fellowships. Not less than fifteen fellowships of 
up to £200 each will be awarded to members of 
the College who are in active general practice 
in the United Kingdom or Eire and who were 
not awarded an Upjohn Fellowship in 1957. 
The purpose of the fellowships is to enable 
general practitioners to carry out a minimum of 
two weeks’ postgraduate study at their old 
teaching hospitals or at any other hospitals, 
clinics, health centres or general practices of 
their choice. Application forms, which must be 
submitted before September 1, 1958, may be 
obtained from the Secretary, The College of 
General Practitioners, 41 Cadogan Gardens, 
London, S.W.3. 


AUSTRALIAN COLLEGE OF 

GENERAL PRACTITIONERS 
FroM its inception the College of General 
Practitioners has included many members and 
associates from the Commonwealth, including 
Australia. Two years ago an Australian Council 
was formed, which now has faculties covering 
the whole continent. As a result of a recent 
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plebiscite of members it has now been decided 
to form an independent Australian College of 
General Practitioners as from July 1958. 


CIBA FOUNDATION 

DespIteE the handicap of extensive repairs to the 
structure of its headquarters during the year 
1957 the Foundation again successfully achieved 
its aim ‘to promote international cooperation in 
medical and chemical research’. Accommodation 
was provided for over 800 guests from thirty- 
five different countries, and six international 
conferences were held and the proceedings 
published in book form. An innovation was the 
inauguration of study groups lasting only one 
day, five of which were held during the year: 
Under the scheme sponsored by the Foundation 
and the Institut National d’Hygiéne, eight 
British medical graduates visited France and 
five French medical graduates visited Great 
Britain. 


OBSTETRIC RESEARCH IN ABERDEEN 
THE recently opened extension to the Medical 
Research Council’s Obstetric Medicine Research 
Unit in Aberdeen has been officially described as 
‘a new departure in the field of obstetrics’. It 
consists of a clinical unit of eight beds for 
patients who will be looked after directly by the 
medical staff of the unit, and several laboratories 
suitable for the specialized techniques required 
for the investigations which are to be carried 
out into the biochemical changes taking place 
during pregnancy and the relationship between 
such changes and differences of ‘physiological 
efficiency’ in pregnancy and labour. 


HEROIN ADDICTION IN PREGNANT 

WOMEN AND THEIR BABIES 
THE extent of heroin addiction in the United 
States is strikingly exemplified by the fact that 
in one hospital alone in New York, 18 of the 
women who were delivered during a two-year 
period were heroin addicts. This represents an 
incidence of heroin addiction in pregnancy of 
1:149. According to S. O. Krause and his 
colleagues (Amer. 7. Obstet. Gynec., 1958, 75, 
754), who report these cases, 16 of the mothers 
had withdrawal symptoms within six to twenty- 
four hours of delivery, and it is considered that 
the two who had no withdrawal symptoms may 
have been supplied with heroin from outside 
the hospital. The incidence of premature labour 
was 39%. On admission to hospital, two of the 
women were found to have pre-eclampsia and 
two had infected ulcerating veins. 

Five of the 18 babies were premature by 
weight, and only one weighed more than 64 
pounds (3 kg.). Four of the babies died, and 15 
developed withdrawal symptoms within one to 
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fifty-six hours after birth. These consisted ¢ 
excess of mucus, vomiting and difficulty i 
swallowing. It was found that the administratio; 
of methadone reduced the severity and duratior 
of these withdrawal symptoms. 


CARDIOVASCULAR DISEASE JN 
EUROPE 

ALTHOUGH cardiovascular disease is increasing 
steadily in frequency in all European countries 
figures recently published by the World Health 
Organization show some interesting discrep. 
ancies. Thus, in 1954, the death rate, pe 
100,000 of population, from  cardiovascula 
disease was much higher in England and Wale 
(588.1 for males and 579.7 for females) than in 
the Netherlands (315.0 for males, and 313.1 for 
females). Again, whilst in general the death rate 
from cardiovascular disease is higher amon 
males than in females, the converse holds true 
in Finland, Italy, Norway, Sweden and Switzer. 
land. In France the rates are the same for both 
sexes. It is quite possible, of course, that these 
discrepancies may not be real but be due to 
different methods of recording, and this is an 
aspect of the problem which is to be investigated. 


MENTAL ILLNESS IN STUDENTS 
IN his recently published ninth annual report, 
the medical officer of the student health com- 
mittee of the Queen’s University of Belfast states 
that the incidence of cases of psychoneuroses 
and psychoses showed a considerable decrease 
from the previous year: 40 compared with 74 
in 1955-56. There were only two serious cases, 
both anxiety states, with schizophrenic ten- 
dencies, who required institutional treatment 
but eventually recovered. The decrease is 
attributed largely to the fact that students with 
psychological troubles are seeking help at a much 
earlier stage of their illness. A further favourable 
factor has been that a number of headmasters 
have written confidential notes concerning pros- 
pective undergraduates about whom they felt 
some anxiety as regards their ability to adapt 
themselves to university life. These students are 
seen immediately on coming to the university 
and are kept under careful observation. 


CONTAMINATED APPLES 
APPLES recently imported from certain Medi- 
terranean and Middle East countries have been 
found to have surface contamination of excessive 
amounts of lead and arsenic derived from in- 
secticide sprays, according to a statement in the 
Monthly Bulletin of the Ministry of Health (1958, 
18, 76). The trade has cooperated with local 
authorities to protect consumers against any 
toxic hazards by having the fruit washed before 
it is distributed or retailed. Even so, however, 
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it is possible that some contaminated fruit has 
escaped detection before retail sale. It is there- 
fore recommended that the ‘elementary hygienic 
practice of washing all fruit before eating’ should 
be carried out, as this ‘affords adequate protec- 
tion from any hazard to the consumer’. Peeling 
and coring provide an added safeguard. 


DANGERS OF HAIR SPRAYS 
‘THE attention of the medical profession’ is 
drawn by M. Bergmann et al. (New Engl. 7. 
Med., 1958, 258, 471) to ‘the possibility of the 
unintentional parenteral introduction of macro- 
molecular substances by inhalation of hair 
spray’. They give details of two cases of diffuse 
bilateral pulmonary infiltrates and hilar lympha- 
denopathy due to the unintentional inhalation 
of hair spray, and also report animal experi- 
ments supporting the contention that the 
resinous residue of hair sprays can produce such 
lesions. Various naturally occurring and syn- 


) thetic resins are used in hair sprays; these 


include polyvinylpyrrolidone which has been 
shown to cause a variety of malignant neoplasms 
after parenteral introduction into rats and mice. 


ASPIRIN IN THE ASCENDANT 
ASPIRIN and other patent medicines accounted 
for more than £40m. of the United Kingdom 
production of drugs in 1957, which in turn 
totalled just under £150m. According to a 
report in the Financial Times, more money was 
spent in advertising drugs on commercial 
television in 1957 than was spent on any other 
product group except household soaps and 
detergents. In this advertising, the aspirin 
makers are very much to the fore. For several 
years their share of patent medicine advertising 
expenditure has been more than one-third. 


OXYGEN FOR RUSSIAN MINERS 
A ‘MOUNTAIN-AIR’ machine which is said to 
relieve certain heart diseases, help to cure 
asthma, and prevent silicosis has halved 
absenteeism in the mines of the Karaganda coal 
basin in Soviet Central Asia, according to a 
report in the Russian trade union newspaper 
Trud. The machine is said to produce ‘ions of 
oxygen’ and it is claimed that miners spending 
twenty minutes before it inhale as many ions 
as they would during a day in the open air. 


A GUY’S RECIPE FOR LONG LIFE 
Tue following recipe for long life is provided by 
Dr. H. M. Berncastle, who entered Guy’s 
Hospital as a student in 1893, and is now a 
nonagenarian (Guy’s Hospital Gazette, 1958, 72, 
141). ‘Never sleep with your windows open’. 
In his view, ‘it is the cold that causes the trouble, 
not the air: bronchitis likes it cold; if you must 
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change it, open the door, not the windows, and 
never sit in a draught’. His second maxim is to 
take plenty of vitamin C. He is certain that in 
England for nine months of the year people do 
not get enough vitamin C. His own quota is two 
or three oranges a week. His third maxim is 
the value of aspirin: ‘I have taken a lot of 
aspirin, I believe in it early and plenty at the 
first sign of any dysfunction’. Of tobacco he 
says: ‘I was chewing plug tobacco at 16 and 
smoked hard until I was 70; I gave it up then 
because it became a nuisance and expensive’. 
Of alcohol he says: ‘I never refused a drink and 
I hope never failed to offer one’. 


A TALE OF A NAIL 

WITH all the scientific objectivity which one 
expects in the pages of Nature, Mr. and Mrs. 
Kirkman of the department of anatomy of the 
Stanford University School of Medicine, Cali- 
fornia, tell the story of how at breakfast on 
January 1, 1957, Mrs. Kirkman found ‘a sharp 
clean nail of the type frequently known as a 
brad about 1.5 cm. long’ in her boiled egg 
(Nature, 1958, 181, 1159). 

From a study of the literature they report a 
heterogeneous collection of foreign bodies that 
have been found within hen’s eggs: insects, 
horsehair, sand and a coffee bean. Apparently 
there are two main theories to explain these 
transmigrations. One is that the foreign body 
reaches the egg after having penetrated the 
intestinal and oviducal walls. The other is that 
it is probably picked up when part of the hen’s 
oviduct is everted as an egg is laid, and is then 
passed up the oviduct by means of antiperistaltic 
contractions. 


PUBLICATIONS 
For Future Doctors is a collection of lectures by 
the late Dr. Alan Gregg who, for over twenty 
years, was director of the medical science 
division of the Rockefeller Foundation and was 
largely responsible for advising the Foundation 
in the distribution of its largesse. In the course 
of his work he visited practically every medical 
school in the world and had therefore an almost 
unrivalled knowledge of the problems of medical 
education. This collection of lectures represents 
a distillation of the experience of a lifetime and 
will be read with interest and advantage, not 
only by medical students and young doctors, 
but also by all who had the privilege of knowing 
him. (Cambridge University Press, price 26s.) 


At Doctor Mac’s, by Peter Quince, is a worthy 
successor to the author’s ‘Left-Handed Doctor’. 
It tells, in the form of a novel, the story of the 
last days of a well-known East Anglian sana- 
torium. As the author himself is a recognized 











77° 


authority on tuberculosis, the authenticity of the 
medical facts are without question but the book 
is wholly acceptable and pleasing in its own right 
as a novel. His characterization is superb at 
times and there is sufficient plot to hold the 
whole together. The publishers’ description of 
it as ‘a documentary entertainment’ conveys 
exactly its major characteristic. As such it can be 
recommended without reservation. (J. M. Dent 
& Sons Ltd., 15s.) 


The Door of Serenity, by Ainslie Meares, M.B., 
D.P.M.—In this delightful book Dr. Meares 
describes the successful treatment of a young 
schizophrenic woman whom he had _ been 
unable to help by physical treatments and group 
psychotherapy. Gradually, in the course of daily 
meetings with his patient, he came to under- 
stand the meaning of the symbols she used in a 
series of some 200 paintings, and eventually 
could converse with her in her own symbolic 
language: ‘it must have appeared that the 
patient was talking rubbish to me, and that | 
was talking rubbish to the patient. This was so 
on the face of it, yet the rubbish we were 
talking was full of meaning’. In the book are 
reproduced (adequately, despite some _ infi- 
delity in colour) 24 of the paintings, with a 
verbatim report of the patient’s comments on 
them and the _ therapist’s interpretations. 
Throughout, Dr. Meares shares with the reader 
his own experiences as the prolonged, exacting 
and often worrying therapeutic relationship 
evolves. The book will be of real interest not 
only to psychiatrists but to anyone, medical or 
otherwise, who is interested in the under- 
standing of schizophrenic experience. (Faber 
& Faber Ltd., price 21s.) 


Expert Committee on Biological Standardization, 
Tenth Report, WHO Technical Report Series 
No. 127, may not seem to be of immediate 
interest to the practitioner of medicine, but the 
testing and setting up of standards for vaccines, 
sera, antibiotics, hormones, vitamins, and other 
substances is in fact of the greatest practical 
importance in ensuring a continuous high level 
of potency for products in daily use. It includes 
pertussis, typhoid, cholera, rabies, and smallpox 
vaccines; diphtheria, Cl. welchii, and gas gan- 
grene antitoxins; antivenins, blood-typing sera, 
many of the antibiotics, insulin and cortico- 
trophin, dextran, heparin, vitamin B,, and 
pyrogens. (H.M. Stationery Office, price 1s. 9d.) 


Nierenkrankheiten, by Prof. Dr. Hans Sarre.— 
This volume is dedicated to Franz Volhard and 
is a worthy monument to his pioneer work in 
this field. The subject is dealt with in all its 
aspects—anatomical, physiological, biochemical, 
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chnical, radiological and therapeutic, including 
the artificial kidney. If there be any doubt tha 
the Germans are lagging behind in medical 
knowledge, this should be quickly dispelled by 
perusing the fifteen pages of references. As 
seems usual in continental textbooks these days, 
there are relatively fewer British than American 
references. The book represents a full summary 
of, rather than an addition to, present know. 
ledge, but nevertheless it is worthy of a place 
on the bookshelf of the specialist in diseases of 
the kidney, and in the appropriate reference 
libraries. Its cost, however (about £5), must be 
prohibitive for the ordinary reader. (Georn 
Thieme, price DM 509.) 


Before and After Childbirth: Exercises ani 
Relaxation, by Jane Madders, M.C.S.P., DIP 
PHYS.ED.—The predicted and_ well-deserved 
success of this illustrated booklet has resulted 
in the printing of a second edition. It is designed 
to show the expectant mother how to prepare 
herself for delivery and to regain her figure 
afterwards. The stages of labour are explained 
in simple language aided by clear diagrams. 
(E. & S. Livingstone Ltd., price 3s.) 


Here’s to Good Health is a collection of articles 
by Dr. L. G. Norman, Chief Medical Officer of 
London Transport. These have all appeared in 
the London Transport Staff Magazine, and 
titles range from ‘The truth about polio’ to 
““Old wives’ tales (London Transpor 
Executive, 55 Broadway, Westminster, London, 
S.W.1.) 


”»>? 


Osteoarthritis and Rheumatoid Arthritis are new 
impressions of the handbooks for patients which 
are issued by the Empire Rheumatism Council. 
These are amusingly illustrated by Leslie Starke 
and are issued free to doctors upon application 
to the Secretary, Empire Rheumatism Council, 
Faraday House, 8/10 Charing Cross Road, 
London, W.C.z. 


Families with Problems contains proposals for é 
Family Service and for changes in Juvenile 
Court procedure based upon evidence submitted 
to the Ingleby Committee by The Council for 
Children’s Welfare and The Fisher Group. 
(Council for Children’s Welfare, 23 Tilling- 
bourne Gardens, London, N.1, price 2s.) 


Standing Conference of Societies Registered fo 
Adoption is the report of a two-day conference 
held in London in October 1957 and attended 
by representatives of 165 organizations. Copies 
may be obtained from the Honorary Secretary, 
Mr. A. Rampton, Gort Lodge, Petersham, 
Surrey, price 2s. 6d. 
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Doctors and nurses.—Figures just published 
show that in 1957 there were 71,833 doctors 
registered in West Germany, of whom 60,349 
(84%) were men and 11,484 (16%) were women. 
The number of general practitioners was 42,943, 
including 6,035 women. The number employed 
in hospitals was 22,590—6,605 hospital chiefs, 
4,570 assistants, and 11,415 junior assistants. 
Doctors employed in administration, as medical 
officers, in scientific institutes and in industry 
totalled 5,354. Consultants account for 35% of 
all German doctors. The number of unemployed 
doctors in 1957 was 3,520. 

According to a recent report published by the 
Bundes-Arzte-Kammer of Cologne, nurses in 
West Germany have an official working week of 
}56 hours, compared with 40 hours in the 
United States, 45 hours in France, and 48 hours 
in most other European countries, with the ex- 
ception of Austria where they have a 60-hour 
week. 


The Law and the surgeon.—Press sensationalism 
in medical matters is by no means the preroga- 
tive of Great Britain. There has recently been a 
spate of this unfortunate form of publicity in 
Germany for legal cases in which surgeons have 
been sued for accidents in the operating theatre. 
To ensure a more realistic appraisal of exactly 
what is involved in such cases, it has been 
suggested that judges and barristers should 
spend an occasional morning in an operating 
theatre, seeing for themselves exactly what is 
involved. If they were to do this, it is suggested, 
they would realize the strain—psychological and 
physical—under which a surgeon works, and 
would appreciate that the surgeon cannot really 
be expected to accept responsibility for all the 
mistakes of all those assisting at the operation. 


Cortisone and disseminated sclerosis.—Cortisone 
and its derivatives are well tolerated in dis- 
seminated sclerosis, according to B. Ott, but he 
admits that in assessing its value it is difficult to 
make allowances for spontaneous remissions. 
His best results have been obtained in acute 
cases. He starts with an initial daily dose of 70 to 
100 mg. of cortisone orally, and then gradually 
teduces this. In some cases he initiates treat- 
ment with an infusion of 150 mg. of cortico- 
trophin. 


Chemotherapy of malignant disease.—F. Mey- 
thaler and Weiler have reviewed the results they 
have obtained in the treatment of malignant 
disease in 200 patients with three different forms 
of therapy: (i) ‘E39’, which is an ethyl-imino- 
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chinon preparation; (ii) a combination of ‘E39 
and ‘sanamycin’; (iii) a water-soluble ethyl- 
iminochinon preparation known as ‘A139’. 
‘E39’ was used as a fresh alcoholic solution, 
diluted 1:10 in normal saline and administered 
intravenously, but produced phlebitis in 60 out 
of 100 patients to whom it was administered. 
‘A139’, which was also given intravenously—in 
a dilution of 10 mg. in 10 ml. of normal saline— 
produced no signs of local irritation. The results 
on the whole have been disappointing. Only a 
few of the cases have responded—and in every 
instance the improvement has lasted for only a 
few months. 


Pantothenic acid and burns.—Satisfactory results 
are claimed by V. Matanic from the topical use 
of pantothenic acid in the treatment of burns. 
The form of pantothenic acid he uses is ‘bepan- 
then’, which is the alcohol of pantothenic acid. 


The affected area is first treated with the 
following spray :— 
Oxytetracycline - 0.5 
Solution of ‘bepanthen’ 5°% 10.0 
Physiological saline a ‘ 50.0 


The area is then covered with the following 
ointment :— 


* Bepanthen ’ ointment (5°) 180 
Human plasma .. ae Xs 35 
Physiological saline ; ny 52 
Anhydrous lanolin : ‘ 200 


In severely burnt cases the intravenous ad- 
ministration of ‘bepanthen’, 500 mg. twice 
daily, is recommended. Pain, erythema and 
exudate are said to regress more rapidly with 
this form of treatment than with any other. 

Pulmonary embolism.—The following are among 
the points emphasized by R. Gross in the treat- 
ment of pulmonary embolism. Shock is best 
combated by a continuous intravenous infusion 
of noradrenaline, the rate of infusion depending 
upon the state of the blood pressure. The usual 
rate is around 0.1 to 0.5 gamma per kg. per 
minute. As a cardiac stimulant he recommends 
strophanthin, } mg. To prevent the spreading 
of the thrombotic process and further embolic 
phenomena he gives 15,000 to 20,000 units of 
heparin intravenously, followed by 10,000 to 
15,000 units four to six hours later. A total of 
50,000 to 100,000 units should be given during 
the first twenty-four hours. Subsequently the 
daily dose ranges between 40,000 and 60,000 
units, depending upon the clotting time of the 
blood which must be carefully checked. Oxygen 
should be administered with 10% CO,, but an 
alternative method is to allow the patient to 
breathe free oxygen for five minutes, and then 
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remove the oxygen mask and allow him to 


breathe air for three minutes. 
Esophageal stenosis in pemphigus vulgaris.—In 
reporting a case of cesophageal stenosis in pem- 
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ignored. Erosion of the mucous membrane is 
common lesion in pemphigus vulgaris, occurriny 
in as many as 20% of cases according to sony 
authorities. As a result of these erosions, scarriry 


phigus vulgaris, R. Schmitz draws attention to May occur and lead to a stenosis which, in ty “The 
how often the possibility of this occurring is ©sophagus, may lead to dysphagia. new 
inno 

ITALY 
Surgical treatment of myocardial ischemia.—In months, with an improvement of general healt{NoTES | 


1940, Fieschi introduced a method of revascu- 
larizing the myocardium by ligating the internal 
mammary artery. The technique has_ sub- 
sequently undergone various modifications, 
notably by Battezzati and his colleagues, but is 
now well established here as a_ satisfactory 
method of treating suitable cases. The operation 
consists of ligaturing the internal mammary 
artery at the level of the second intercostal space. 
This results in an increased flow of blood to the 
pericardium through collateral branches from 
the thymic arteries and the internal mammary 
artery, and thence, through existing anasto- 
moses, to the myocardium. According to Profes- 
sor Gucci, who has recently reviewed the whole 
subject, the operation causes relatively little 
risk, is not particularly difficult to perform, and 
has been carried out successfully in a 75-year-old 
patient. The only serious complication is pneu- 
mothorax, and this can usually be avoided 
without too much difficulty. The postoperative 
period is seldom hazardous. 
Oleandomycin.—Oleandomycin, one of the 
newer antibiotics which is active against a wide 
range of organisms, is favourably reported on by 
E. Morassutti. It is particularly active against the 
streptococcus, pneumococcus and staphylococ- 
cus, even when these are resistant to other anti- 
biotics. Morassutti claims ‘brilliant’ results in a 
series of 23 patients whom he has treated with 
this antibiotic. The duration of treatment never 
exceeded twelve days, and no side-effects were 
encountered. Particularly impressive results 
were obtained in cases in which Staphylococcus 
aureus was the infecting organism. There was 
only one failure in the series—a patient with 
gangrene of the leg in whom the infecting 
organism was found to be resistant to oleando- 
mycin. 

Demecolcine. — That demecolcine (deacetyl- 
methylcolchicine) is worthy of inclusion among 
the antimetabolites used in the treatment of 
chronic lymphatic leukemia is the view ad- 
vanced by A. Cajozzo. In a series of 12 cases of 
chronic lymphatic leukzmia, all but two showed 
a satisfactory remission lasting for two to eight 


and diminution in the degree of splenic, livesWe hoy 
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an exacerbation of the disease. 


Multiple cystic fatty necrosis due to penicillin4 
An unusual complication of penicillin therapy 
has been reported by V. G. Rinaldi. This is th 
development of multiple cystic fatty necrosis 
two married patients who were receiving a re 
preparation of penicillin for the treatment 
syphilis. It is postulated that this unusual 
action to penicillin was part of the reaction 
the tissues to the syphilitic infection. Instead 
being merely limited to the usual immunologi 
response to the Treponema pallidum, what 
described as the ‘immuno-biological’ respo 
in these two patients was such that they r 
ponded in this manner to the injections 
penicillin. The view is expressed that 
response was to penicillin itself and not to 
oil in which it was suspended or the alumini 
monostearate incorporated in the preparation 
This, it is contended, is the only way in whi 
the widespread and chronic nature of tht 
necrosis can be explained. 
















A human tail.—The curiosities of medicine have 
always had a peculiar fascination for the pro 
fession, not merely because of their oddity, bu! 
also for the light which they may throw on the 
problems of heredity, genetics and evolution 
S. Battaglia and B. Parisio have recently re 


ported the case of a three-months-old infant wee 
illia} 


with a caudal appendage, containing no osseou} 
tissue, which measured 45 mm. in length. It 
most striking feature was that it was erectile, an lator 
this they attributed to its vascularity. The caus} 8fou! 
of this tail-like structure they attribute to th that 
arrest of development and the consequent perg 4re 
sistence of an embryonic feature. The child ha¢ only 
also an underdeveloped left arm. Although th Pre)! 
authors find it difficult to link this directly wit} whe 
the unusual caudal appendage, they suggest tha’ that 
case 


its presence provides supporting evidence if 
favour of the hypothesis that the ‘tail’ was the O 
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‘The age is running mad after innovation; all the business of the world is to be done in a 
new way; men are to be hanged in a new way; Tyburn itself is not safe from the fury of 


—Boswell’s ‘Life of Johnson’ 


JUNE 1908 


Notes by the Way’ begin with domestic news: 


ic, live#We hope to be settling down in our new build- 
=maininging before the next issue of The Practitioner is 
a bublished. The number itself will announce the 
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hew address’. Under the heading “The En- 
ightened View’, the Editor tells the story of a 
mental patient, discharged from an asylum as 
‘cured, who refused an invitation to a ‘congratu- 








welt 


William Blair-Bell, M.D., F.R.C.S., 
(1871-1936). 


F.R.C.O.G., LL.D. 


latory banquet’ planned by his friends ‘on the 
ground that he was the moon, and had to shine 
that night’. He goes on to say: ‘Until alienists 
are in a position to assure us that such stories not 
only are not, but cannot be, true, the popular 
prejudice is likely to remain ineradicable, 
whether it be pernicious or not; and, so long as 
that prejudice exists, the proposal to treat mental 
cases in general hospitals is impracticable’. 
Opening the Public Health Exhibition at Is- 
lington, the Lord Mayor of Melbourne stated 
that in his city ‘every labourer had his four- 
roomed cottage, and the municipal authorities 
took care that every cottage had a bathroom’. 
‘In Melbourne, therefore’, comments the Editor, 
‘we may suppose, that they have no story corres- 


ponding to that of the cabman, if he was a cab- 
man, who is said to have said that he would ‘“‘no 
more think of washing his head than of washing 
his feet’’—or vice versa. They are lucky if they 
have not; and it is, of course, one of the advant- 
ages of a new country that it can make a clean 
start in every sense of the word, whereas an old 
country has to deal with architectural conditions 
dating from the days when cleanliness was re- 
garded as a luxury and a class distinction. .. . 
Perhaps it would be premature to demand that 
all houses without bathrooms should be con- 
demned as insanitary dwellings; but the time 
may come before very long when that ideal will 
be realized’. 

The opening article, ‘Progressive Muscular 
Atrophy’, was a lecture delivered at the London 
School of Clinical Medicine, Greenwich, by 
Guthrie Rankin, M.D., F.R.C.P.Ed., M.R.C.P., 
Physician to the Seamen’s Hospital: ‘Like many 
other nerve disorders, progressive muscular 
atrophy is very disappointing from the treatment 
point of view. The best results, so far, have been 
obtained from the hypodermic administration of 
strychnine. . . . Nitrate of silver was at one time 
a popular remedy, but it is not nowadays much 
resorted to. . . . It is always wise, when prac- 
ticable, to send patients . . . out of England to a 
drier and sunnier climate during the cold 
months of the year’. Guthrie Rankin (1854-1919) 
became physician to the Seamen’s Hospital 
Society in 1899 and in 1905 helped to found the 
London School of Clinical Medicine. 

B. G. A. Moynihan, M.S., F.R.C.S., Surgeon, 
Leeds General Infirmary, begins ‘A Clinical 
Lecture on Suprapubic Prostatectomy’: ‘It is 
only a few weeks ago that I completed my first 
hundred cases of suprapubic prostatectomy, and 
in the following remarks the experience gleaned 
from this series of cases will be given’. He re- 
calls that in the first case in which he removed 
the prostatic urethra, ‘it was quite accidental. 
The gland shelled out so readily that, before I 
was aware of it, the whole mass with the urethra 
was free. I was very anxious as to the outcome of 
this, but, when all went well, I was disposed to 
try the removal of the urethra with the prostate 
as a routine procedure. This I did, and the 
favourable experience, to which I drew attention 
in the paper, in which I advocated this measure 
(Annals of Surgery, 1904, 39, 1), has been re- 
peated in my later cases’. 
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K. W. Monsarrat, F.R.C.S., Lecturer on 
Clinical Surgery, Liverpool University, dis- 
cusses ‘Cholecystitis’; J. Galbraith Connal, 
M.B., F.F.P.S.G., of Glasgow deals with ‘The 
Diagnosis and Treatment of Empyema of the 
Maxillary Antrum’; and R. J. Johnstone, 
F.R.C.S., Assistant Gynecologist, Royal Vic- 
toria Hospital, Belfast, reports ‘A Case of 
Puerperal Eclampsia Treated by Renal Decap- 
sulation’. 

W. Blair-Bell, M.D., Assistant Gynecological 
Surgeon, Royal Infirmary, Liverpool, takes as 
his subject ‘Retrodeviations of the Uterus and 
their Treatment’: ‘These malpositions of the 
uterus have been recognized as long as gynez- 
cology has been a science; it is, therefore, 
somewhat remarkable to observe how unsettled 
medical opinion is at the present time as to the 
best lines of treatment. The reason is not far to 
seek. Looking at the matter broadly, and per- 
haps with slight exaggeration, we can divide 
gynzcologists and practitioners into two classes: 
there are those who say, “Here is a retroversion, 
let us cure it”’, and others who say, “‘It is only a 
retroversion, let us leave it alone’’.’ William 
Blair-Bell studied medicine at King’s College, 
London, graduating M.B. in 1896 and M.D. in 
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1902. In 1905 he was appointed gynecologi, 
surgeon in charge of outpatients at the R 
Infirmary, Liverpool, and in 1921 professor 
obstetrics and gynzcology in the University, | 
1911 he founded the Gynecological Visiti¥ 
Society of Great Britain, the nucleus of t 
Royal College of Obstetricians and Gynzco, 
gists, of which body he became the first p 
dent. Keenly interested in cancer and its cur 
in 1920 he introduced the colloidal lead iodi 
treatment of inoperable carcinoma of the bre: 

The ‘Leader in Modern Medicine’ this mon 
is Sir John Burdon-Sanderson (‘Many stori 
are told of his forgetfulness in little matt 
most of these are either exaggerations, or 
entirely apocryphal’). 

Several medical classics are included in ‘ 
views of Books’: ‘Light and X-Ray Treatme 
of Skin Diseases’ by Sir Malcolm Morris 
S. E. Dore; ‘A Handbook of Skin Diseases an} 
their Treatment’ by Arthur Whitfield (“Those 
who make a special study of diseases of the skiji 
will regret that Dr. Whitfield has not written}™ 
larger textbook’.); ‘Fevers in the Tropics’ : 
Leonard Rogers; and ‘An Index of Treatment 
edited by Robert Hutchison and H. Stansfiel 
Collier. W.R.) 
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| Largactil’ 


| CHLORPROMAZINE HYDROCHLORIDE 
| ‘ 
ENHANCES THE ACTION OF ANALGESICS, 





4 


HYPNOTICS AND ANAESTHETICS IN OBSTETRICS 
| IS USEFUL IN THE MANAGEMENT OF ECLAMPSIA 


Further information PREVENTS NAUSEA AND VOMITING IN PREGNANCY 


is available on reques: 





PRESENTATIONS 
Tablets, syrup, solutions and suppositories. 
AN MGB BRAND MEDICAL PRODUCT 





MANUFACTURED BY 


MAY & BAKER LTD 


a — eee ee 


MAS434 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES ftas & att ; LTD * DAGENHAM 





For contents of this issue see overleaf 














Senokot Is 
cheaper by 


half than 
paraffin 


FROM THE BRITISH MEDICAL JOURNAL, AUGUST 11, 1956, p. 374, 


** In these days of economy in prescribing ... 
the biologically standardized form of senna [Senokot] 
...ts cheaper by half than paraffin.” 


BASIC N.H.8. PRICES RETAIL PRICES 
(Taz free D.P.a) (Including Taz) 
SENOKOT GRANULES: 2 Ib, 21/- 2 on, 2/10 ; 6 oz, 7/9 
SENOKOT TABLETS : 1,000, 16/- 50, 2/5, 200, 7/3 
On E.C.10: cost about a halfpenny a dose @ 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
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NEW — DISTAQUAINE V-K 
Potassium penicillin V 


a chemically Improved form of ‘Distaquaine’ V 


eGreater solubility + faster absorption « earlier peak blood levels 
* higher therapeutic concentration 


DISTAQUAINE V-K 


Each tablet contains the equivalent of 125 mg. penicillin V acid (as potassium salt) 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London S.W.19. Tel: Liberty 6600 
— Owners of the trade mark * Distaquaine prns/580 
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IMPORTANT CHANGE 


‘Distaquaine’ V tablets 


In the British Pharmacopeeia 1958, published on March 3, the 
monograph on Phenoxymethylpenicillin (penicillin V) states a 
dose range of 125 to 250 mg. For this reason we have re- 
formulated ‘Distaquaine’ V 120 and ‘Distaquaine’ V 240 tablets. 


‘DISTAQUAINE’ V 120 *DISTAQUAINE’ V 240 


becomes becomes 
125 250 
each tablet contains 125 mg. each tablet contains 250 mg. 
penicillin V free acid penicillin V free acid 


‘DISTAQUAINE” bd 60 TABLETS REMAIN UNCHANGED 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
Broadway House, The Broadway, Wimbledon, London S.W.19 - Telephone: Liberty 6600 


Owners of the trademark * Di. ppv 9p! ss 
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EAR WAX 4 


Removed this easy way 


The removal of wax from the external 
auditory meatus has, in the past, 
normally entailed attendance by the 
patient for diagnosis and for the 
prescription of a suitable loosening 
agent, and a second attendance a few 
days later for syringing. 
Now, by the use of Cerumol Ear 
Drops, wax can be removed in most 
cases at one visit. A few drops of 
Cerumol can be instilled into the ear 
and, while another patient is being 
attended to, the soft cerumen dissolves 
and the harder wax disimpacts. The 
wax can then be removed by gentle 
syringing or with cotton wool. The wax may even 
be found to run out of the ear on its own accord, 
in which case patients themselves may instil 
Cerumol at home, obviating further attendances. 
Cerumol is anti-bacterial, non-irritating and harmless 
to the lining of the external auditory meatus or the 
tympanic membrane. 
| Cerumol is included in Category No. 4 of the 
M.O.H. classified list and may be 
prescribed on N.H.S. Form E.C.10. 
EAR DROPS 


for the easier removal of wax 


é 


PACKS For Surgery Use: 














CERUMOL 


Regd TRACE MARK 








10 c.c. vial — separate 
If you wish to test for yourself and have not received recently a dropper included 
10. c.c. vial please write or telephone direct to: (Basic N.H.S. price 2/8) 
LABORATORIES FOR APPLIED BIOLOGY LTD., for Hospital Use: 2 oz. 


: 91, AMHURST PARK, LONDON, N.16 __ Tel.: STA 2252 and 10 oz. bottles. 
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COMBINED TEXTBOOK OF OBSTETRICS 
AND GYNAECOLOGY 
Sixth Edition. Edited by DUGALD BAIRD, ™.D., 
B.Sc., F.R.C.0.G. 
948 pages. 633 illustrations. 95s. 


NURSING CARE OF THE NEWLY BORN 
INFANT 
By W. S. CRAIG, B.Sc., M.D., F.R.C.P.E., F.R.S.E 
480 pages. 272 illustrations. 35s. 


TEXTBOOK OF MEDICAL TREATMENT 
Seventh Edition. Edited by D. M. DUNLOP, M.D., 
F.R.C.P., SIR STANLEY DAVIDSON, M™_.D., 
F.R.C.P., and S$. ALSTEAD, M.D., F.R.C.P., 
P.R.F.P.S.G. 

944 pages. 33 illustrations. 55s. 
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By J. M. ALSTON, M™.D., F.R.C.P.(Edin.), and 
JOHN C. BROOM, 0.B.E£., M.D. 

380 pages. 40 illustrations. 40s. 


A Selection of Livingstone Books 








A PRACTICAL HANDBOOK OF MIDWIFERY 
AND GYNAECOLOGY 
Fifth Edition. By W. F. T. HAULTAIN, 0O.B.E., 
M.C. M.B., F.R.C.S., F.R.C.O.G., and CLIFFORD 
KENNEDY, M.B., F.R.C.S., F.R.C.O.G. 
420 pages. 61 illustrations 30s. 


A TEXTBOOK FOR MIDWIVES 
By MARGARET F. MYLES, S.R.N., S.C.M., 
H.V.Cert., M.T.D 


Third Edition. In preparation Ready June 


SURGERY IN INFANCY AND CHILDHOOD 
A Handbook for Medical Students and General 
Practitioners 
By MATTHEW WHITE, M.B., Ch.B., F.R.F.P.S.G., 
F.R.C.S.(Edin.), and WALLACE M. DENNISON, 
M.D., F.R.F.P.S.G., F.R.C.S.(Edin.), F.1C.S. 
456 pages. 355 illustrations 45s. 


LUMBAR DISC LESIONS 
Pathogenesis and Treatment of Low Back Pain 
and Sciatica 
Second Edition By J. R. ARMSTRONG, M.D., 
M.Ch., F.R.C.S 
256 pages. 165 illustrations 45s. 


E. & S. LIVINGSTONE, LTD., Teviot Place, Edinburgh | 








PS MIDWIFERY Usage 
AND OBSTETRICS “ 


INHALATION ANALGESIA IN 
CHILDBIRTH 

By E. H. SEWARD and R. BRYCE- 
SMITH. 64 pages, I/ illustrations 
1957. 7s. 6d. 
‘On all these facts this little book is a 
mine of practical information, and though 
it is written primarily for midwives, 
every doctor with an obstetrical interest 
would do well to read it.’ The Prac- 
titioner. 


NATURAL CHILDBIRTH 


By H. B. ATLEE. 96 pages, 19 illustra- 
tions. 1956 2s. 


THE GIST OF OBSTETRICS 
By H. B. ATLEE. 256 pages, 162 illus- 
trations. 1957. 45s. 
NORMAL LABOUR 
By L. A. CALKINS. 148 pages, 4 illus- 
trations. 1955. 30s. 
ABNORMAL LABOUR 
By L. A. CALKINS. 84 pages, 6 illus- 
trations. 1958. 2Is. 
LECTURE NOTES ON 
OBSTETRICS 
By FRANK MUSGROVE. About 120 
pages, illustrated. In preparation 
About 10s. 6d. 


BLACKWELL 
SCIENTIFIC PUBLICATIONS 











BINDING CASES 


Binding cases for volume 179 (July 
to December, 1957) and previous 
*% volumes are now available in green 
cloth with gilt lettering, price 6s. 
each, post free. 
The cases are made to hold six 
* copies of the journal after the ad- 
vertisement pages have been re- 
moved; they are not self-binding 
Alternatively, subscribers’ copies 
can be bound at an inclusive charge 
*% of 15s. per volume ; this includes 
the cost of the binding case and 
return postage. 


Send your order, with remittance, to: 
The Bookbinding Department 
THE PRACTITIONER 


5 BENTINCK STREET, LONDON, W.1 
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Grune €& Stratton Publications 





MANAGEMENT OF THE HANDICAPPED CHILD 
Diagnosis, Treatment and Rehabilitation 
edited by H. Michal-Smith 
276 pages 46s. net 
THE FUNCTIONAL ORGANIZATION OF THE DIENCEPHALON 
by W. R. Hess 
180 pages 61 illustrations 49s. net 


SIGMUND FREUD 
Reminiscences of a Friendship 
by Ludwig Binswanger, M.D. 
106 pages 32S. net 
NOISE AND YOUR EAR 
by A. Glorig, M.D. 

152 pages 46s. net 
EFFECT OF LONG-TERM TREATMENT WITH DICOUMAROL IN 
MYOCARDIAL INFARCTION 
by C. J. Bjerkelund, M.D. 

212 pages 32S. net 
INVESTIGATION OF THE RELATIVE FUNCTION OF THE RIGHT AND LEFT 
LUNG BY BRONCHO-SPIROMETRY 
by Frank Bergen, M.D. 

145 pages 85 illustrations 32s. net 


32022008 


RL er 
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PITMAN MEDICAL 





THE CARE OF THE EXPECTANT MOTHER 
JOSEPHINE BARNES, D.M., F.R.C.S., F.R.C.O.G. 


. Should be read by every medical student and pupil midwife and possessed 

by every doctor and midwife who undertakes antenatal care.” . . . R.S.H. Journal 
. will be invaluable not only to senior students and midwife teachers but more 
particularly to general practitioner obstetricians who will find here their complete 
vade mecum.”” ... Proceedings of the R.S.M 
30s. net 


THE MATRIX OF MEDICINE 
NICOLAS MALLESON, M.D. 


with 15 Contributors 
A series of lively and forceful contributions investigating the several different 
borderlands between medicine and society. The book seeks to show that all 
medicine is embedded in a social matrix and that, however technical, it cannot be 
separated from the lives of ordinary men and women. The large part played by 


stress in the causation of ill-health is particularly examined. 
45s. net 


PITMAN MEDICAL PUBLISHING CO., LTD. 
39 PARKER STREET, LONDON, W.C.2 
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SUPPLIES OF THIS FOLDER 
ARE AVAILABLE FREE OF CHARGE 


“Reducing Your Weight” is a new and easily followed guide to 
diet for weight reduction, and includes some simple advice and 
a varied menu. The folder is designed for handing to the patient, 
whose name may be written in a space provided on the cover. 

Quantities of this folder are available free of charge to medical 
practitioners. For a supply, or a specimen copy, write to the 
Energen Dietary Service at the address below. 

The Energen Dietary Service, staffed by qualified dietitians and 
under medical supervision, offers information and _ practical 
assistance in all dietary and nutritional problems. All services are 
free of charge, and practitioners are invited to apply for details. 

(Available in U.K. only) 


The Head Dietitian 
ENERGEN DIETARY SERVICE 
25a Bryanston Square, London, W.1. Tel: AMBassador 9332 
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The World’s Largest Officially Appointed Retailer exclusive to 


ROLLS-ROYCE and BENTLEY 


ieee! 


Jack BARCLAY 


LIMITED 


} —_ ID 
BERKELEY SQ. LONDON, W.1 
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SPENCER Supports 


are individually-designed for 
Post-Operative wear 


When it is necessary to give a 
patient a feeling of security after 
laparotomy, to protect a sensitive 


nephroptosis following tumour 
removal, or a possibility of hernia, 
a Spencer Surgical Support meets 
the need with comfort and effi- 
ciency. 


It is especially important that in 
such cases the support fits per- 
fectly, and it affords the greatest 
degree of comfort. Only a support 
which is individually designed for 
the paticnt will meet these specific 
requirements. 


Because each Spencer is individu- 
ally designed for the specific con- 





Spencer Support shewn open, Spencer Support closed. The 


revealing inner abdominal concealed inner abdominal sec- dition and made from detailed 

section, tion is adjustable at several measurements and posture des- 
points from the outside of the ak = . 
support cription, exact fit and comfort are 


assured. The support will stay 
securely in place whether the patient is standing, moving or sitting—and the weight of the 
support will be borne entirely by the pelvis—not on the spine at, or above the lumbar region, 


Spencer Supports are scientifically designed for simple and easy adjustment. 


For further information write to: 


SPENCER (Banbury) LTD 


Consulting Manufacturers of 
SURGICAL AND ORTHOPAEDIC SUPPORTS 


SPENCER HOUSE - BANBURY - OXFORDSHIRE 
TEL: 2265 
London: 2 South Audley Street, W.1. Tel: GROsvenor 4292 


Appliances supplied under the National Health Service. Trained Spencer Retailer-Fitters 
resident throughout the Kingdom. Name and address of nearest Fitter supplied on request. 


scar, or where there is a danger of 
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Have you had this very 
useful Book of Reference? 
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This publication provides complete details of all the 


alues and 


Ss Cow & Gate Milk Foods with analyses, calorific v 
[2=~\ dietetic indications, etc. This book of easy reference can 
s6ag (75m be obtained on application to 

COW & GATE LTD., G UILDFORD, SURREY. 


COW & GATE MILK FOODS 
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NEW: CAFDIS 


REGD. 




















Soluble aspirin— 
phenacetin—caffeine 


The aspirin in Cafdis is solubilised in the same manner as in SOLPRIN 
and copis. In water, the phenacetin is in fine suspension and the 
aspirin and caffeine go into solution. Consequently, risk of gastric 
irritation from aspirin is greatly diminished. Dissolved in water, Cafdis 
is pleasant and easy to take. It is quickly absorbed and rapidly 
becomes effective. 


Each tablet contains : Acid. Acetylsalicyl. B.P. 3.5 gr., Phenacet. B.P. 2.5 gr.,Caffein. 
B.P. 0.5 gr., Calc. Carb. B.P. 1.05 gr., Acid. Cit. B.P. (Exsic.) 0.35 gr., et excip. 
N.H.S. Basic Price. 500 tablets in foils of 10 tablets each. 16]/- per box. N.H.S. Category 4. 


For clinical samples, literature, and any further information about Cafdis, please write to:— 
RECKITT & SONS LTD., PHARMACEUTICAL DEPARTMENT, HULL, 
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New automatic 
non re-breathing 


The Ruben valve is unique the outlet 
rofoTalal toh ilolalt-Seoilol-1 [om lehdelaal- Balet-lib aol igiale| 
E330 3d -Te Mo] ai otolahigelil tema -t-lolia-haleola) 

The lightweight Ruben offers very low 
ia -2-30-$4- Caled midomi ola -t- bdallaleM- tale Ml -lal-10la-t-m dal: t 4 
the patient receives precisely the gas 
mixture delivered by the anaesthetic 
Velel-ta- Rael Om Mal-Moll-t- Ua oll-t-Sdleom ololoh a -tal-loll-1_) 
bdal-ma- th A-Bol ol-ia- 84. olaRdeRol-Beolel-1-la\4-lo Mod | 1-0-1 -) 
write forillustrated literature onthe Ruben 
to British Oxygen Gases Limited, Medical 
Division, Great West Road, Brentford, 


Middlesex 
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used every day to ease pain and save lives 


(180.) BRITISH OXYGEN 






















QUOTANE GETS AT THE ITCH 
The frantic search for an itch that is 
elusively there .. . the desperate clawing at 
something you can’t get at... the immense 
relief when the vicious circle of itching 
and scratching is defeated by a local 


anaesthetic such as ‘Quotane’... 


*Quotane’ is effective in itching, burning 

and pain on the skin. It is a bland, non-greasy 
anti-pruritic ointment containing an 
isoquinolyl amino-ether derivative that 


is safe for use on the most sensitive skin. 


Quotane’ is a trade mark 


Smith Kline & French Laboratories Ltd 
Coldharbour Lane, London SE5 
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Sando sten 


Effervescent 
Tablets 


BY | SANDOZ 


25 mg. thenalidine tartrate 
0.579g. calcium lactate 
0.794 ¢. calcium gluconate 


anti-allergic, anti-pruritic 


Samples upon request 





paki enioucsmmsine ate 


| Sandoz House 
Sandoz Products Limited | 23 Great Castie Street 


| London, W.1 
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° 4 - 
for refreshing sleep 
= 
and a fresh awakening 
Effective against all types of insomnia not due 
to pain, CARBRITAL* provides a combination 
of pentobarbitone sodium, a _ rapid-acting 
barbiturate, with carbromal, a mild sedative. ¢ 
This combination ensures the speedy onset of 
sleep and gently sustains it throughout the 
night, with little or no depression the following ‘ 


day. Bp: 


CARB RITAL 


In bottles of 25 and 250 capsules each containing pentobarbitone 
sodium (14 grs.) and carbromal (4 grs.) Also as Carbrital Elixir. 


Parke, Davis & Co. Ltd, (inc. u.s.4.) Hounslow, Middlesex. Tel: Hounslow 2361 
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Maintains continuous control 
of gastric acidity 


Until a few years ago, maintained continuous 
control of gastric acidity was impossible with- 
out hospitalization .and discomfort to the 
patient. 

Then a unique treatment in the form of 
Nulacin tablets was evolved to achieve this 
desirable state—simply, effectively and with- 
out attendant disadvantages. In the ensuing 
period Nulacin therapy has been amply tried 
and proved by numerous clinical studies and 
by therapeutic use in many countries. 

A Nulacin tablet placed in the mouth be- 
tween the cheek and the gum dissolves slowly 
and releases its contained medicaments at a 
rate that gives continuous neutralization of 
the acid gastric juice. Nulacin accomplishes 
this without any danger of causing alkalosis or 
other side-effects. The results are comparable 
with those of intragastric milk-alkali drip 
therapy. 

INDICATIONS: NULACIN tablets are 
indicated whenever neutralization of the acid 
gastric contents is required: in active and 
quiescent peptic ulcer, gastritis and other 
conditions of gastric hyperacidity. 


NULACIN 
Pe @ 





| WU LDAC IY 


provides milk-alkali drip 
therapy without a tube 


sas 


Dosage: Beginning half-an-hour after food, 
a Nulacin tablet should be placed in the mouth 
between the cheek and the gum and allowed 
to dissolve. 

During the stage of ulcer activity, up to 
three tablets an hour may be required. During 
quiescent periods, for prophylaxis in peptic 
ulcer and for the relief of discomfort due to 
gastric hyperacidity, the dose of Nulacin is 
one or two tablets between meals. 

NULACIN tablets are not advertised to the 
public and have no B.P. equivalent. They may 
be prescribed on E.C.10. The dispensing unit 
of 25 tablets is free of purchase tax. (Basic price 
to N.H.S....2/-). Also available in tubes of 12. 

NULACIN tablets are prepared from whole 
milk combined with dextrins and maltose, and 
incorporate magnesium trisilicate 3.5 grs.; 
magnesium oxide 2.0 grs.; calcium carbonate 
2.0 grs.; magnesium carbonate 0.5 grs.; Ol. 
Menth. Pip. q.s. 







BIBLIOGRAPHY 
Practitioner, 1957, 178: 43 
Practitioner, 1956, 176: 103 
Amer. J. Gastro. 1956, 26: 665 
Brit. Med. J. 1954, 1: 46 


Further references to the literature 
and full information on Nulacin 
available on request. 


HORLICKS LIMITED 


PHARMACEUTICAL DIVISION 
SLOUGH, BUCKS, ENGLAND 
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is there 
a doctor? 


a doctor 
with Dextraven 


clinical dextran solution 


The quickest and most certain 
treatment for hypovolaemic shock 


QUICKEST 

Dextraven can be given on the spot without 
cross-matching or clinical testing. It is ready 
for immediate infusion. Because of this, 
hypovolaemic shock can be treated ¢ arly; the 
more extreme degrees of shock and their 
consequences may be prevented or reduced. 


CERTAIN 

Dextraven is sterile and virus free. 

It is metabolised, and does not interfere with 
the function of any organ or tissue. 

Dextraven will immediately help to restore the 
circulation and will continue to support it for 
upwards of 72 hours by which time the 
secondary physiological compensatory 
mechanisms will be fully active. Shock due to 
moderate blood loss can be adequately treated 
by the infusion of Dextraven alone. 


Carry Dextraven in your car, have a 
bottle in your surgery it needs no 
special care in transportation or storaqe. 


Dextraven — clinical dextran solutior 40m). bottles 


6°, in 0.9%, saline 40 ml. bottles ¢ Jextran in 5 


dextrose and 540 mi. It lextran it lextrose 


BENGER ) Benger Laboratories Limited, Holmes Chapel, Cheshire. 
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With oral iron, the iron deficient patient's journey to health is uncertain and interrupted by |for 
innumerable stops in your waiting room. Oral iron may restore the haemoglobin level but, in ; 
doing so, the muscosal block becomes increasingly effective: absorption is reduced to a | 
minimum, thus preventing the replenishment of depleted iron stores. It is the depletion of 
these stores which keeps your patients constantly on the verge of anaemia. 


Imferon, intramuscular iron, is not affected by the mucosal block. Itis rapidly absorbed and fully 
utilised in replenishing the body iron stores, tissue iron, and for the synthesis of haemoglobin. 


Imferon therapy is safe and certain, and buffers your patients against recurring iron deficiency 
of any degree. 
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for all iron deficiency states 


—Imferon 


iron-dextran complex Trade Mark 


is the permanent way 


PRESCRIPTION 
INFORMATION 
Boxes 10x2 mi &5x5mi 
ampoules. Full dosage 
and injection information 
supplied with every pack 


SENGER 
Pioneers in Parenteral Iron Therapy 


BENGER LABORATORIES LTD 
HOLMES CHAPEL - CHESHIRE 
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In the prevention of 


Post partum haemorrhage 


HYALASE 


Trade Mark 


‘the spreading factor”’ 






with ergometrine 


BENGER LABORATORIES LIMITED, HOLMES CHAPEL, CHESHIRE 
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Relief for the asthmatic child 


~ . “ . . , . =— niin: 
oa Pn a, ns 


. ~s ° . 4 


UNIQUE BUFFERED THEOPHYLLINE SYRUP 


Relief from the apprehension and acute distress of 
an asthmatic attack is provided by ‘ ENGLATE.’ 
In almost all cases gastrointestinal disturbance is 
entirely absent. The combination of theophylline 
sodium with glycine permits full and effective 
therapeutic activity and by reducing gastric pre- 
cipitation of theophylline enables larger doses to 
be prescribed. 


= NWN G LT. AT’ =: 


Regd. Trade Mark Theophylline Sodium Glycinate 


SYRUP (containing 120 mg. of theo- 
phylline sodium glycinate per .—_ 
for children up to 12 years. Available 
— one renters we in bottles of 8 fluid ounces. 
ee ee TABLETS (300 mg. of theophylline 
sodium glycinate). Available in bottles 
of 50 and 500. 






AM Prac Ad o. Nicholas urp. Slough, Bucks, England 
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Inability to take aspirin... 


IT HAS BEEN reported (Brit. med. F., 1 : 444, 1957) that of 
178 rheumatic patients, 25 % could not take plain aspirin 
in adequate dosage. ‘ 

Of this 25%, however, the great majority tolerated a 
modified aspirin such as Paynocil. 

Not only are Paynocil tablets usually well tolerated by 
the stomach (even on the heavy dosage needed for 
rheumatoid arthritis), but they are extremely palatable, 
disintegrate instantly on the tongue without water, and 
cause no discomfort or unpleasant after-sensation. 


... indicates 





non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS * FOR CHILDREN 

s 
PAYNOCIL , Junior PAYNOCIL 
EACH TABLET CONTAINS . EACH TABLET CONTAINS 
Acetylsalicylic acid........ TO grains Acetylsalicylic acid......... 24 grains 
Aminoacetic acid........... s grains ° Aminoacetic acid........... 1} grains 


PACKAGES in sealed foil strips: 
Cartons of 18. 


PACKAGES in sealed foil strips: 
Cartons of 20. 






Dispensing e Dispensing 

packs of 240: packs of 240: 

basic N.H.S. cost JY ° basic N.H.S. cost 

(tax free) 21/8d. y © (tax free) 12/-. 
wae, 





Detailed r dati for dosage in rheumatoid arthritis 
will be gladly plied on req t 








601 /65(68)/! 
Cc. L. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 











i 











ANNOUNCEMENTS A 25 

















For effective antibacterial control 
in chronic urinary tract infections 


MANDELAMINE 
AFGRAMS 


TRADE MARK 








Safer than sulphonamides — 
Cheaper than antibiotics 


Active against a wide range of urinary tract 
organisms ...controls antibiotic and 
sulphonamide-resistant bacteria. 


No sensitization 


No development of resistant strains 
Minimal side effects 


Safe for long-term use for all ages 


DOSAGE avuLts’”9§ Two Ha/sgrams three times a day 
CHILDREN One 0.25G. tablet three times a day 
INFANTS Less than one year old,0.25G. tablet twice a day 


Mandelamine (Menthenamine Mandelate) presented 

in coated tablets is available in two dosage 

f/orms MANDELAMINE HAFGRAMS (0.506 
MANDELAMINE TABLETS (0.256 


PRESENTATION 





ste When pain is a problem in chronic urinary tract con- a 
* ditions PYRIDiuM is the specifi: urinary tract analgesic. & WILLIAM R. WARNER & CO. LTD., 
Adult dosage: two tablets three times a day. WwaBNeR EASTLEIGH, HAMPSHIRE. 


1.67? 


MAN 382/13 
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Cortril 


SUPERIOR for the treatment of 


the most common, early, wet lesions. 


O This is the most frequently indicated 
topical hydrocortisone preparation. No 
B.N.F. equivalent. 


O The water-miscible base blends with 
serous exudate, maintaining active 
hydrocortisone in intimate contact with 
the lesions. 


O CORTRIL therapy does not provoke 
further reaction in weeping lesions. 


Cortril 


BRAND OF HYDROCORTISONE 


0.§°%, 1.0% or 2.5% hydrocortisone, 
available in tubes of 5 and 15 G. 


PFIZER PHARMACEUTICALS 


Cap Manufactured at Sandwich 


* Trade Mark 








CORTRIL IS THE KEY TO EFFECTIVE TOPICAL HYDROCORTISONE TREATMENT, PERFECTLY SUITED TO EACH PARTICULAR CONDITION 





Cortril Greasy) 


EXCELLENT for the treatment of 


late-presented, dry lesions. 


O This is the official topical hydro- 
cortisone preparation Ung. Hydrocortison. 
(B.N.F.). ) 


O This greasy base softens and lubri- 
cates brittle, hypersensitive skin, per- 
mitting prolonged, intimate contact 
between active ingredients and skin. 


O CORTRIL (GREASY) is ideal for use 
where long-standing inflammation has 
reduced the skin to a dry, scaling 
condition. 


Cortril Greasy) 


BRAND OF HYDROCORTISONE 


1.0% or 2.§°%, hydrocortisone, avail- 
able in tubes of 5 and 15 G. 


PFIZER PHARMACEUTICALS 


Cp Processed at Folkestone, Kent 


* Trade Mark 


147800 
aed 
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NOW-—a favourite prescription 


ina NEW form... 
| 


more convenient for | both patient and doctor 


| You can now prescribe 
| Bellergal Retard 
7 1 tablet night and morning 
| for continuous control 


| of symptoms in a wide variety 


| of psychosomatic disorders 


| 
| 
Bellergal Retard 
| 
BY | SANDOZ 





| 0.2 mg. total alkaloids of belladonna 
TABLETS | 0.6 mg. Ergotamine Tartrate B.P. 


40 mg. Phenobarbitone B.P. 








London, W.1 


| 
| 
| 
| 
| 
Sandoz Products Limited | 23 Great Castile Street 
| 
| 
| 
| 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours, 


REGRIMENG 


Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains, 


A new long-acting rubefacient— 


safe and effective 


RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1°, Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fl. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 






if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.A0. 


RUBRIMENT Horlicks Limited 


PHARMACEUTICAL DIVISION 


SLOUGH 





BUCKINGHAMSHIRE 
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PFIZER PHARMACEUTICALS 
Manufactured at Sandwich 
and processed at Folkestone, Kent. 


* Trade Mork 


147700 


want! 


SOFT — 
TISSUE 
INFECTIONS 





WILL THAT PRESCRIPTION 


@ Afford the highest possible certainty, in practice, 
of clearing the infection? + 

@ Be well tolerated by all age groups? + 

@ Reduce or obviate the need for surgery? t 


iT WILL IF IT'S 


SIGMAMYCIN 


oleandomycin tetracycline 


CAPSULES — SYRUP 


t 95% Successful in soft-tissue infections 


A Pfizer survey (August, 1957) evaluating information trom 
private reports of 1,404 cases treated with Sigmamycin, showed 
that 95% of 365 patients with soft-tissue or skin infections responded 
ully to Sigmamycin and their treatment was considered successful 
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For the patient 
who just 


doesn’t get well 


Anabolex 


the protein-anabolizing, non-virilizing steroid 


promoting 


Parents who are run down or who are 
recovering from illness frequently suffer 
from faulty protein metabolism. They are in 
negative nitrogen balance. Protein, in effect, 
is being broken down and lost faster than it 
is being built up. 

Anabolex (androstanolone) restores the 
physiological balance. Clinical trials show 
that the administration of Anabolex results 
in an immediate return of the body's 
capacity to build up protein. The patient 


a return of appetite 
an increase in weight 
a sense of well-being 


feels better, eats better and gains weight. 

Here, then, is a physiological “tonic”? with 
a wide therapeutic range. The weakness, lassi- 
tude, lack of energy and interest associated 
with many pathological states may be rapidly 
overcome by the administration of Anabolex. 

Anabolex can be safely given to patients of 
all ages and both sexes; in therapeutic doses, 
its virilizing properties are almost negligible. 
The only known contra-indication is pros- 
tatic carcinoma. 





INDICATIONS: Middle-aged or elderly people who are 
debilitated or ‘trun down.’’ Preparation for and recovery from 
planned surgery. Convalescent patients. Premature infants. The 
child or adolescent who is under weight. Anorexia. Asthenia. 


Malnutrition. Wasting diseases. 


PRESENTATION: In vials of 25 and 100 tablets, each tablet 
containing 25 mg. Androstanolone. Anabolex can be prescribed 


on Form E.C.10. Basic N.H.S. price 20/- and 70]-. 


LLOYD -HAMOL LTD., II 


WATERLOO 





“ANABOLEX” 
is a registered trade mark 


PLACE, LONDON, S.W.I 
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Gout is commoner than recognised 


—and is often wrongly diagnosed as 
rheumatoid arthritis or osteo-arthritis 





Benemid 


Trade Mark 
(PROBENECID, TABLETS) 


THE MOST MODERN TREATMENT FOR CHRONIC GOUT 


@ ‘Benemid’ reduces the frequency of acute attacks of gout, and, in course of time, 
may abolish them. 


@ ‘Benemid’ reduces pain and increases mobility. 
@ ‘Benemid’ reduces tophi and prevents formation of fresh deposits. 
@ ‘Benemid’ is safe, non-toxic and virtually free from side-effects. 


References; B.M.J., 1955, 2, 981; Peeesitonss, 1956, 177, 441; Lancet, 1957, 2, 1258; 
Practitioner, 1957, 179, 719 


HOW SUPPLIED: 0.5G. tablets in bottles of 100. Literature gladly sent on request. 


Made in England by 
MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. GD 
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TAMDAX encourages women to lead a 


normal life during the monthly period. The special 


Tampax applicator, an integral part of tamponage, 
ensures correct placement in the upper end of the 
vaginal tract and prevents any handling of the tampon. 
The comfort and security afforded by Tampax helps 
to eliminate the “ invalid ’’ complex. 





SANITARY PROTECTION 


Professional samples and 
literature will gladly be 
supplied by Medical Dept., 
Tampax Ltd., Belvue Road, 
Northolt, Greenford, 
Middlesex. 


WORN INTERNALLY 
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Tablets 0°75g. 


Containers of 12 and 100. 


Syrup 10% 
Bottles of 50 mi 
(a graduated measure is supplied 


with each package of syrup). 


10pm 


Dosulfin’ 


@ new 
mixed 
Sulphonamide 








8 hourly 
administration 
iT i 

allowing A = 
undisturbed 


nights 


Tablets 
Syrup 


® Regd. Trade Mark 


Dosulfin consists of equal parts of 
Sulphaproxyline and Sulphamerazine 


Geigy Pharmaceutical Company Ltd. 


Manchester 23 
PH.119a 





PH.127c. 
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IMMEDIATE RELIEF 


OUTER LAYER: ISOPRENALINE 





LONG-LASTING EFFECT 


NUCLEUS: EPHEDRINE AND THEOPHYLLINE 





FOR ASTHMA 


ISO-BRONGHISAN 


DOUBLE-ACTION TABLETS 


Samples and literature available on request to: 


SILTEN LTD - SILTEN HOUSE HATFIELD - HERTS Hatfield 30/2 
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safe 
and 
sounder 


OISTAYAL 





a-phthalimidoglutarimide 


~_ thalidomide) 


— 





€ss 
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@ An entirely new non-barbiturate 
sedative and hypnotic 

@ No known toxicity and free from 
untoward side-effects 








DISTAVAL Scored tablets of 25 mg 


Basic Cost to N.H.S. of 12 tablets from dis- 
pensing pack of 100 (including Purchase Tax)— 
Is. 34d. 

Tube of 24 and Boitles of 100 and 500. 


DISTAVAL Forte Scored tablets of 100 mg 


Basic Cost to N.H.S. of 12 tablets from dis- 
pensing pack of 100 (including Purchase Tax)— 
3s. 54d. 

Tube of 12 and Bottle of 100 


@ Tasteless 

@ Calms without euphoria or initial 
excitement 

@ Particularly suitable for children 
and the aged 


FOR SEDATION: 
Adults: One 25 mg. tablet 2 or 3 times 


a day 
Infants and Children: Half to one 25 mg 
tablet, according to age, | to 3 times 
a day 


AS A HYPNOTIC: 
One 100 mg. tablet 20 minutes before 








retiring 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 


BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON S.W.1!9 


Telephone: Liberty 6600 


Owners of the trademark DISTAVAL 


pPH!/58M 
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Ideal 


Plesmet 


TABLETS SYRUP 


When first seen Mrs. C was found 
to have a Haemoglobin value of 46°, 
(6.8 gm.). Patient was diagnosed as suffer- 
ing from severe anaemia of iron deficiency 
type and given ONE PLESMET tablet 
three times daily. 

Sixteen days later, a further test revealed 
an increase to Haemoglobin 65°, (9.6 gm.) 
—an excellent response. 
Treatment was continued for 
month, resulting in a rise of Hb to 82°, 
(12.2 gm.) with an overall blood picture 
showing no appreciable abnormalities. 
PLESMET was the only treatment 
used. 


PLESMET is 


another 


the Ferrous aminoaceto- 


COATES & 


PYRAMID WORKS 








WEST DRAYTON 


lron Treatment 





A TYPICAL 
CLINICAL 
REPORT 


Remarks 
ciency 
ere wom anaeri® 
sev 


onse- 
excellent Res? 


sapie 2 
° appresinalitie 


sulphate ‘‘chelate’’ complex which 
minimises oxidation to the irritating 
ferric forms thus ensuring maximum 
assimilation with a high degree of 
toleration. 

PLESMET is tablets 


containing 50 mgm. Fe and as a 


available as 


blackcurrant-flavoured syrup con- 
taining 25 mgm. Fe per teaspoonful. 


Basic prices : 


TABLETS 

100 2/8 
1000 17/6 
SYRUP 

2 oz. 2/- 
40 oz. 18/- 


COOPER LTD. 


MIDDLESEX 
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Increased 
Fat Tolerance 


by means of 


ombi zym 


Multivalent Digestive 
Enzym Preparation 


in diseases of the 


Liver 
Gall 
Pancreas 


ROBERTS & CO. 

76 New Bond Stree, LONDON W1 
Literature and medical Samples 

on request 


LUITPOLD-WERK 
MUONCHEN 25 





Combizym 


5 hours 


‘” 3% 5 hours 


Increase of the esterified fatty 
acids in the serum after fat intake 
(0,5 gr. butter/kg) 
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PREDNISOLONE 
P.,8.a CO. 


Supplied in compressed tablets 
each containing | mg. and 5 mg. Prednisolone. 


Containers of 25, 100 and 500. 


PARKE, 
HOUNSLOW 





4 











DAVIS & COMPANY, 
MIDDLESEX 


to relieve allergic and 
inflammatory conditions 


— to relieve symptoms on 
lower dosage than cortisone 


— to relieve symptoms with less 
disturbance of salt metabolism 


PREDNISONE 
Pisces. & CO. 


Supplied in compressed tablets 
each containing | mg. and S mg Prednisone 


Containers of 25, 100 and 500 


LTD. (Inc. U.S.A) 


Tel. Hounslow 2361 











\] 


Ci 


ah 
tio 
ing 
fur 


Ge 
th 
ba 
be 





























ANNOUNCEMENTS 











Compare this base... 


Genacort 


... for spreading power and consistency 


Genacort (}, } and 1°.) is hydrocortisone acetate in a creamy lotion base. 


4% ....this low concentra- 
tion provides a new prescrib- 
ing economy which is still 
further enhanced by the out- 
standing spreading power of 
Genacort’s base. Yet, 
through its creaminess, this 
base is less drying and offers 
better control in application. 


Genacort 
BASIC 
PACK N.H.S. COST 
ia 20 ml. 4 6d 
sins 32 ml. 6 6d. 
0.5% 20 mi. 76d. 
1.0% 20 mi. 13 6d. 











Where skin reaction has infective associations 


--»-BARQUINOL H.C. 


hydrocortisone acetate BP 0.5% 
jodochiorhydroxyquinoline 3.0". 









(ina water miscible base 
PACK 10 g. BASIC N.H.S. COST: 4 6d 


Genatosan Ltd., Loughborough, Leicestershire 
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when your patients need to be 


Stimulated 





mot 


O:PAI8 (cot, 


you will find that ‘ Dexedrine’ helps 
to dispel apathy and lethargy, 

and restores optimism, alertness 

and a sense of well-being in 


your depressed patients 


Dexedrine Tablets 
Smith Kline & French Laboratories Ltd 


Coldharbour Lane, London SE5 


‘Dexedrine’ is a trade mark 














\] 


WI 


Rocce 
the r 
mus' 
Moz. 
Ben; 
a fe\ 
In Fr 
Enc 
deC 
Stoc 
of N. 
of o 
bety 
of A 
cer 
Chi 








I 








ANNOUNCEMENTS A 4I 








When Geigy was founded..... 


Rococo was in fashion. Madame Pompadour was 

the ruling favourite at Versailles. Haydn was composing 
music, Voltaire and Rousseau were writing, Goethe and 
Mozart were still in their childhood. A few years earlier, 
Benjamin Franklin had invented the lightning conductor; 
a few years later James Watt built the first steam engine. 
in France, Diderot and d'Alembert were working on their 
Encyclopaedia; the University of San Felipe in Santiago 
de Chile was two years old, the Vienna and Edinburgh 
Stock Exchanges five. Adam Smith was writing the Wealth 
of Nations. Britain and France were fighting for possession 
of overseas territories, and war was also in progress 
between Frederick the Great and Maria Theresa, Empress 
of Austria. Porcelain factories were being founded, 
cement had just been discovered; and the cabinet-maker 
Chippendale had created a new style of furniture 





1758 


in 1758 one of the oldest chemical firms in the world was 
founded in Basle, Switzerland. |t was a shop where dyes, 
drugs and chemicals were sold, and the founder's name 
was Johann Rudolf Geigy 


The firm has carried that name ever since. This year 

J.R. Geigy S.A., of Basie, joins its associates throughout 
the world to celebrate the 200th year of its foundation 

In two centuries the one-man business has grown into an 
international concern whose products — like the DDT 
insecticides and the Mitin mothproofing process — are 
famous everywhere 


The Geigy Group of Companies today make and sell 
dyestuffs, pigments and tanning materials, industrial 
chemicals, plasticisers, pesticides and pharmaceuticals 
In the field of organic chemicals the name of Geigy 


is a mark of quality 
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COMBINED 
SEDATIVE ANALGESIC 





SEDUMAX was formulated to provide the physician with an 
effective and innocuous therapy for patients suffering from stress, 
anxiety and insomnia, particularly where these symptoms are 
accompanied by mild pain. Carbromal and Bromvaletone were 
chosen because of their known value in inducing sedation in 
anxiety tension states. They are also non-habit forming and there 
is little risk of toxicity. Phenacetin was included for its sound 
analgesic properties, Vitamin B,—Aneurine Hydrochloride—for 
its known value in the treatment of neuritis of pregnancy and 
the associated stress symptoms commonly experienced during 
gestation. 


Therapeutic Effect 

SEDUMAX has the following attributes :— 

§. Effective and innocuous sedation. 2« Non-habit forming. 
3. Relief of mild pain. 4 Adaptive capacity not impaired. 
5. Low dosage. 


In cases of emotional stress a dosage of one tablet t.d.s. brings 
about a reduction of tension without the patient’s adaptive 
capacity for meeting the stresses of everyday life being affected. 
SEDUMAX is particularly valuable as a sedative analgesic for the 
relief of insomnia due to mild pain in a host of medical condi- 
tions, pre-menstrual tension and other common symptoms 
of stress, 


CALMIC LIMITED - Crewe: Crewe 3251-5 
London: 2 Mansfield Street W1 * Langham 8038-9 








for ANXIETY, STRESS & INSOMNIA 


Formula; Each 
tablet contains: 
Carbromal . 120mg. 
Bromvaletone 120 mg. 
Phenacetin . 180mg. 
Aneurine 


Hydrochloride 2 mg. 


Dosage: Daytime 
medication: 


one tablet t.d.s, 


For Insomnia: 
two tablets to 
be taken on 


retiring. 


Packs of 50 

and tax free 
dispensing packs 

of 300 tablets. 
Basic N.H.S. Cost, 


25 tablets 1/104a 
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UNIVERSITY COLLEGE HOSPITAL FORCEPS 
a ) for 


| A “ c LOW 
AMNIOTOMY 





road 


The slanting tips of the curved forceps terminate in file like surfaces which, 
when the forceps are closed, catch the membranes and bring them together in 
a fold, which is held by teeth between the jaws. They work easily even when 


the membranes are closely applied to the fetal head. A ratchet enables the Enquiries welcomed 
membranes to be held while the operator uses the guiding finger to ensure for these and all 
that the forceps are suitably applied. The shanks and blades of the forceps other types of 


are so chamfered and spaced that no pinching of any part of the introitus, Surgical instruments 


vagina, Cervix, or the examining finger of the operator can occur. The teeth 
are not deep enough to injure the foetus through the membranes. 


JOHN BELL & CROYDEN, Wigmore St., London, W.| 


Telephone: WELbeck 5555 Telegrams: Instruments, Wesdo, London 


MAKERS OF SURGEONS’ INSTRUMENTS AND HOSPITAL EQUIPMENT 





EFFECTIVE MOVE 










against the 
common infections 


After 5 years of extensive use, 
there has not been a single report 


ofa serious reaction tO ERYTHROCIN 


And it has proved to be effective 
in nearly 100°, of common 
bacterial respiratory infections, 


prescribe 





= 
S 
~ 
Ss 
> 
~ 
Q 
- 
O 
O 
eg 
i 
kb 
> 
a 
LJ 





Cbtott ABBOTT LABORATORIES LTD - 8 BAKER STREET - LONDON W.1 
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A new chemotherapeutic agent developed in Hungary 


for the treatment of malignant neoplasms 


‘DEGRANOL Brand of 
MANNOMUSTINE (.c.m.) 


Preliminary announcement to the profession 


Arrangements have been made with the Hungarian authorities for the general 
availability for the first time in this country of a new type of cytostat. 

This product was first prepared by Dr. L. Vargha of Hungary by linking 
nitrogen mustard with mannitol to form 1,6-bis-(beta-chloroethylamino)-1, 
6-desoxy-D-mannitol-dihydrochloride (known to research workers as B.C.M.): 


The product strongly inhibits proliferating lympho- H,C-NH-CH, CH,-Cl 
cytes and it is also being investigated for its effect | 
~ ‘ . ‘ HO-C-H 
on metastasising tumours. Extensive clinical in- ' 
vestigation in Hungary shows it to be of particular HO-C-H 
interest in the treatment of: | 
ist in r te) H-C-OH 
Chronic Lymphoid Leukaemia, | 
Chronic Myeloid Leukaemia, H-C-OH 
Lymphad Lymphosarcoma, | 


Reticulosarcoma, Myeloma. H,C-NH-CH;-CH;-Cl 





Carcinoma and Sarcoma pecranou is being used experimentally in Hungary for 
administration before and after surgical treatment especially in gastric, intestinal 
and rectal cancer, to prevent tumour cells from being spread by the operation 

In non-operable cases palliative effects have been obtained with DEGRANOL ina 
number of cases, with relief from pain, gain in weight and subjective improvement 


Toxicity, side effects etc. peGRANOL has been exhaustively tested clinically in 
Hungary and is now undergoing large scale controlled clinical trials in this country. 
When used in accordance with instructions DEGRANOL isremarkably free from 

side effects. It is very much less toxic than nitrogen mustard and even unusually 
large doses are well tolerated. 


Administration pecranot is available in the form of 50mg ampoules, 
and is administered by intravenous injection. 


Full information, literature, references etc. supplied on application to the sole 
U.K. distributors for CHINOIN ‘ BUDAPEST 


Leda Chemicals Limited . (Pharmaceutical Division) 
P.O. Box 500 . Berk House . Portman Square . WI! . Telephone: Hunter 6688 


Supplies can be obtained from the above or through the usual distributive channels 
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Isoniazid and the B vitamins 


In the course of isoniazid treatment of tuberculosis, adverse effects on the 
nervous system have been reported occasionally. Peripheral neuropathy or 
psychosis may arise, and it has been suggested that these side effects may be 
due to an antagonism between isoniazid and vitamin B factors. A good response 
to massive doses of the vitamin B complex has, in fact, been obtained in 
psychosis arising during isoniazid therapy. 

Marmite yeast extract is a useful dietary supplement, providing all known 
factors of the vitamin B complex. Its pleasant taste ensures ready acceptance by 
the patient, while the nursing staff appreciate the ease with which Marmite 
drinks and sandwiches can be prepared. 


MARMITE amen 


yeast extract 


MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON E.C.3 
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EFFECTIVE MOVE 


against the common infections 











After 5 years of use, not a single report 
of a serious reaction to ERYTHROCIN. 
Effective in nearly 100% of common 


bacterial respiratory infections, this unusual 
safety record stands unmatched in 
antibiotic therapy today. And ERYTHROCIN 
A is virtually free of side effects. 


z 100 mq. and 250 mq. ERYTHROCIN Stearate 
Filmtabs in bottles of 100, 
eof Ready mixed Suspension (See, per 100 ma 


in 60 cc. bottles. 
ERYTHROCIN Lactobionate 300 mg. vials. 
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ERYTHROMYCIN ABBOTT 





Cbtott ABBOTT LABORATORIES LTD - 8 BAKER STREET - LONDON W.1 

















THE PRACTITIONER 











“All right, Mr. Baxter, shall we continue? ... 


. .. now that you seem to be getting the idea, just let me reiterate that 
I.Z.S., as you so neatly put it, ‘ has something the other insulins 
haven't got.’ In other words, in about 90 per cent. of patients the blood-sugar 
level can be controlled for up to 24 hours with a single injection of I.Z.S. 
When you compare the various insulins available, you'll find that no other form 
is so universal in its application as I.Z.S._ This is, among other things, 
because I.Z.S. does not contain any protein or peptide material other than 
the insulin itself, and is therefore practically free of any allergic reactions. Perhaps 
Mr. Baxter will now give others a chance to raise their questions.” 


1.Z.S. A.B. Vials of 10 c.c. 


40 or 80 units per c.c JC nsulin 


1.Z.S. (Amorphous) A.B. Vials of 10 c.c 


40 or 80 units per c.c. : p : inc raat marx 
I.Z.S. (Crystalline) A.B. Vials of 10 c.c. « 
(Crysta aa or 80 per per sn > uspension AB. 








Joint Licensees and Manufacturers : 
ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON NI 
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OINTMENT 2 oz., 18 oz. (once or twice daily) 
CAPSULES 20, 90, 500 (one daily on rising) 
LIQUID 2 dram (for infants. Three to six drops 

daily) 










Standardised 


' -* ESSENTIAL FATTY 
we Y Ae ACIDS 


of high purity and 
Biological Activity 
VARICOSE ULCERS AND 
DERMATITIS 


WOUND AND FISSURE HEALING 
Often Helpful in PSORIASIS 


Recent statements in connection with blood -cholesterol 
inhibition by essential fatty acids, support our earlier claims 
that dietetic deficiency of the e.f.a. underlies many skin 
conditions. This fact provides a reason for the already 
proven efficacy of ** F99"’ in a high proportion of cases, It 
has been shown beyond doubt that the integrity of the skin 
depends upon the presence of the essential fatty acids. Both 
capsules and ointment should be used. Literature on request. 


INTERNATIONAL LABORATORIES LTD., Dept. P.R.2, 205 HOOK ROAD, CHESSINGTON, SURREY 




















EFFECTIVE MOVE 





against the common infections 


ERYTHROCIN ts effective against 
the majority of the common, 
gram-positive pathoge ns 

Its unique safety record stands 
unmatched in antibiotic 


the rapy to lay. 
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prescribe 
ERYTHROCIN 
(fRYTHROMYCIN ABBOTT) 
Write now for further information and sample 





Altott ABBOTT LABORATORIES LTD - 8 BAKER STREET - LONDON W.1 
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Arts Stich res ty siete yt Ls IESE Seth ass Soe ce ashe 
Ree ca eB Le sco crease ee 


j < 
i In the topical treatment of 


Varicose Ulcers 





: Bed Sores 
#1 Napkin Rash 





Combining the long- 
established soothing 
and healing properties 
of Cod Liver Oil with 
protective constituents. 





MORHULIN Ointment may 
be used with advantage in 
conjunction with P.O.P. Band- 
ages and pressure dressings, 
and as an adjunct to systemic 


therapy. 


Both Ointment and Powder 


can be usefully employed for 
wounds and skin injuries of 


every description. 


* Regd. Trade Mark 


PRIORY 


Pyramid Works, 





= 


ae 





bth forgiienisedssunets 
Th SG Lasier hice ashe : 





e Easily applied 

e No objectionable odour 

e Minimal Disturbance of dressings 
e Does not adhere to the skin 

e Promotes rapid granulation and 
e Smooth cicatrization 


PRESENTATION Basic N.H.S. Price 
MORHULIN OINTMENT Tubes 1 foz. 1/115 
Jars 350 g. 9/- 

4 oz. 
Sprinkler Tins 1/113 


MORHULIN POWDER 


Samples and literature are available on 
request. 


LABORATORIES LTD. 


West Drayton, Middlesex 




















Patients view 
their problems 
in perspective 


with 


Equanil 
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idow on a sunlit street, the pictures which many people have of their 


may be distorted and flattened out of all recognition 


peu 


By prescribing Equanil, however, you can provide t! 


+ 


selective sedation which allows them to view thei! 


freed from the flickering fancies of their imagination 











Equanil ... 


Bottles of 20 and 2o6 I let £400 mg. mepr ’ 


Also available as 
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choice for t 


milk available. But S-M-A not 





asic nutritional needs, it also solves 








the practical probl you and the mother are faced. Only water has 





to be added: everything els correctly balanced amounts. A shake, and 


iz 


you have a free-flowing ogeneous fluid. The result is less risk of contamination, 





no danger of teat blockage, no separation out of fat, no fear of an unbalanced diet, 


no feeding problems. Yet S-M-A costs less than’ 1d. per ounce of prepared feed — 


1S iM) EN trade mark 


THE COMPLETE, TROUBLE-FREE INFANT FOOD 


a small premium for such handsome dividends. 


Available in 1 lb. tins (nitrogen sealed) 


y yelle John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 
S 
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Migraine in Wonderland | 
L286 
The fantasies of altered body size and shape sot 
in Alice in Wonderland are like those experienced 
by some migraine patients.! Disorders of body image 
may be found in migraine either as an aura to an attack 
or aS a migrainous equivalent.? 







Lewis Carroll himself suffered from migraine’, 
and it may well be that “Alice trod the paths and byways 
of a Wonderland well known to her creator.’ 
If that is so, English literature is the richer 
for Mr. Carroll’s migraine.” 
Curiouser and curiouser . . . 
to picture Alice’s adventures (would she have had any ?) 
if Cafergot had been at hand 
for Lewis Carroll’s migraine... 


'J. nerv. ment. Dis, (1952) 116, 346 *Lancet (1956) 1, 794 
Canad. med. Ass. J. (1955) 73, 701 


Cafergot 


BY SANDO 
| 


aborts the attack of migraine 
in more than 80% of cases 








TABLETS 





SUPPOSITORIES 











Sandoz Products Limited 23 Great Castile Street 


London, W.1 


| 
| 
| 
| 
| Sandoz House 
| 
| 
| 
| 
| 
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Straight to 
Bene root...2 of the trouble 


imcadel of Shalmodic dylmonotthoca, 
. the pain of spasmodic 
dysmenorrhea... appears to be 
associated with the powerful uterine 
contractions which occur during 
the first day or two of menstruation.’ T 


Buscovan is an anti-spasmodic that 

relieves this condition at 
the source —the parasympathetic 
innervation of the uterus 


of? 


+ 


Following a trial¢ of 100 outpat ients, it is reported that 

.1ts action was prompt, following in many cases within 5 to 10 minutes. 
87 of the 100 patients treat ed obtained considerable re lief from pain. 
In some of them the pain had been most severe. In 13 patients the reliet 


was slight, these being mostly cases where organic changes were vresent.”’ 
Buscopan is the prescription of choice for spasmodic 
dysmenorrhea. Its tolerance is wide, its action is local and there 
is no stimulation of the higher centres Spasm is quickly and 
smoothly relieved and there are no side-effects whatsoever 

t Practitioner 178, 320, ¢ Fortschr. Med. (1952) 70, 351, 


BUSCOPAN 


Hyoscine-N-Butylbromide 
Manufactured and distributed in the U.K. by Pfizer Lta 
Folkestone, Kent, for 
Cc. H. BOEHRINGER SOHN, INGELHEIM-AM-RHEIN 


150100 Registered proprietors of the Trade Mark * Regd. Trade Mark 





ij 








| 


ANNOUNCEMENTS 




















J NS  ((P.A.S. and isoniazid in cachets ) 


‘‘made to measure’”’ 





combined chemotherapy 


| 


PYCAMISAN 


Almost every accepted combination 
of P.A.S. and isoniazid is available in the 
flexible range of PYCAMISAN cachets. 





‘Specialists in 


tuberculostatic drugs’ 





Literature and dosage charts on request to 
SMITH & NEPHEW 
PHARMACEUTICALS LTD 


WELWYN GARDEN CITY °* HERTS. 
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designed for one purpose 


Only one sulphonamide 


IS DESIGNED SPECIFICALLY FOR THE TREATMENT 
OF B.COLI INFECTIONS 


SELECTIVE The action of Urolucosil is 
confined to the urinary tract. Very soluble, 
it is rapidly excreted largely unchanged, 
in the urine. 


LOW DOSAGE Urolucosil is effective in 
about one-fifth of the dosage used for most 
sulphonamides, 


NO CRYSTALLURIA With Urolucosil, erys- 
talluria does not occur. Extra fluids are 
not required. 


LOW COST Twenty-five tablets, taken 
over 5-7 days usually suffice to control an 
acute infection. 





NON-TOXIC AND FREE FROM 
SIDE EFFECTS 


UROLUCOSIL ..... 


TRADE MARE 


* ry, 


ditions PYRIDIUM is the speci fic urinary tract analgesic. 
Dose of Pyridium : two tablets three times a day. 


n pain isa problem in chronic urinary tract con- 


WILLIAM R. WARNER &« CO. LTD., EASTLEIGH, HAMPSHIRE, 





URO 390/3 
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lloral hivdrate 


in tablet form 


WELLDORM (dichloralphenazone) tablets are a new molecular compound of chloral 
hydrate and the analgesic, phenazone. The former problems of taste, odour and 
gastric upset associated with chloral hydrate have now been overcome by the advent 
of WELLDORM. Prompt, safe and smooth, non-barbiturate WELLDORM tablets are ideal 
for those whose primary trouble is just getting to sleep. WELLDORM tablets initiate, 
then merge with natural physiological sleep. 

There now opens up a vast new scope for the use of chloral hydrate—long con- 
sidered one of the best hypnotics therapeutically. 

Chloral hydrate, as contained in WELLDORM, is one of the safest of all sedatives. 
In therapeutic doses none of the vital functions is affected. Extensive clinical invest- 
igation has revealed no gastric side-effects when WELLDORM has been administered. 











Clinical samples and literature will gladly be sent on request. 
AVAILABILITY: 10 gr. scored tablets in containers of 
25 and 250. Prescribable on Form E.C.10. 


CLINICAL TRIAL REPORT (abstract on request) 
LANCET 1958, I 262. 


Oe \Welldorm...... 


FOR SAFE SLEEP 





SN: SMITH & NEPHEW PHARMACEUTICALS LTD. 
: WELWYN GARDEN CITY, HERTS. 
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‘SALURIC’ 
orally 
REPLACES MERSALYL 


—and ALL other diuretics 





*‘SALURIC’ is indicated whenever a diuretic is required, irrespective 
of the cause or severity of the oedema. 

*‘SALURIC’ is remarkably free from side-effects, and no 
contra-indications have been demonstrated. 


routs SALURIC 


TRADE MARK 


(CHLOROTHIAZIDE*) 


How supplied: ‘Saluric’ (Chlorothiazide) SNM 


is supplied in 0.5 G. half-scored tablets 
in bottles of 100 and 500. The basic 
N.H.S. cost of an average week's treat- 
ment for a patient on maintenance 
therapy is 3/9d. 





LANCET, 1957, 2, 831. 


te 
*B.M.J., 1957, 2, 1355; 1363. L 
= 
LANCET, 1958, /, 120; 124. = 


| 


DI 


Literature gladly supplied on request. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS, GD 
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The Chemotherapy of Tuberculosis 


Each year many new substances are ¢ «mprehensively screened 
for tuberculostatic activity in the Smith & Nephew Research 
Laboratories. In addition, world literature is carefully scanned 
so that information on all aspects of the control of tuberculosis 
is constantly available to ourselves and to interested consultants 
and research workers. In keeping with our policy of being fully 
abreast of all developments in this particular field, we screen not 
only compounds synthesised in our own laboratories, but also 


compounds which may have been reported in world literature. 


9-Bromsalicylhydroxamic Acid 


Recent publications* on a new chemotherapeutic agent, 5-Brom- 
salicylhydroxamice Acid, suggest that it may be of value as a 
replacement for PAS in combined chemotherapy of tuberculosis. 
A comprehensive survey of the literature, mostly published in 
Poland, led us to believe that investigation of the Polish claims 
was merited, and first-hand information was obtained from 
discussions with the authors of the Polish papers. 


It is our considered opinion, after assessing all the available data 
that, whilst 5-Bromsalicylhydroxamic Acid may have a place in 
the chemotherapy of tuberculosis, further work, both experi 
mental and clinical, must be undertaken with it before its use 
ean be recommended. Therefore, extensive clinical trials in this 
country have been arranged and until the results of these trials 
are known, we cannot recommend its general use. Supplies of 
5-Bromsalicylhydroxamic Acid have been made available for 
selected clinical investigation under controlled conditions, and a 
comprehensive dossier containing all available data has been 
compiled. 


* Brit. J. Tuberc. 1958, 52, 19 
Lancet, 1958, 1, 746 

















“Specialists in Tuberculostatic drugs” 


SMITH & NEPHEW PHARMACEUTICALS LTD 
WELWYN GARDEN CITY - HERTS 
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‘Ferroids’ 
is a Registered 
Trade Mark of 
RIKER LABORATORIES 
LIMITED 
LOUGHBOROUGH 
LEICS. 


FOR THE DOCTOR WHO 
NEEDS SOMETHING 
BETTER - -- 


A NEW EASY-TO- 
REMEMBER NAME 


A NEW TYPE OF 
_ IRON COMPOUND 


*Ferroids’ are 
different. They contain iron 
aminoates, a compound of unusual 
interest formed by chelating iron with amino 
acids. ‘Ferroids’ ensure the best possible thera- 
peutic results because of the high utilisation of iron 
without gastro-intestinal upset. 


COMPOSITION PACKS 

Each golden yellow tablet Tins of 100 

contains: Tins of 1,000 

Iron Aminoates 350 mg Basic Cost to N.H.S 

Aneurine Hydrochloride | mg. 6/8d. and 54/8d. 

DOSE: | or 2 tablets three or four times a day 
Send for literature and samples. 


—— 
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pe nsibility in planned parenthood 


‘Delfen vaginaeream 
ow 


- Anew spermicide ofurimatched potency 
. Dy measured-dose applicator 





Ortho Pharmaceutical Limited 
High Wycombe - Engiand 























DRAMAMINE 








G. D- SEARLE & CO. LTD.. 
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PAT we B ww WOk West prwenshias S06 Lisew CAPCvewstswece The 
‘anore I faw of the great powers of this plant, the 
more it feemed neceflary to bring the dofes of it to 
the greateft polfible accuracy. *&--* *+*=0 “S% 


William Withering, M.D., 1785 







Pagrae et QP warty ere FAs « 








“The great powers of this plant” are brought to 


the physician of today in the form 






of the pure crystalline 






cardiac glycoside lanatoside C— 





ilanid 
BY SANDOZ 













combining all the classical 







actions of Digitalis leaf with 






“the greatest possible 


accuracy of dosage”, rapid 






onset of therapeutic action, 







and rapid elimination to 






ensure that the effects of over- 


dosage are short-lived. 








0.25 mg. lanatoside C 


TABLETS 





SOLUTION 1 ml. (approx. 30 drops) contains 1 mg. lanatoside C 







AMPOULES 2 ml. contain 0.4 mg. desacetyl-lanatoside C 


















23 Great Castie Street 









Sandoz Products Limited 


London, W.1 
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Effective skin 
penetration 


Effective absorption 
into lipid tissue 





Formula 

Glycol Salicylate... 10% w/w 
Diethylamine Salicylate ... 10% w/w 
in a water miscible base. 

fack: 30 gramme tube. 

Basic N.H.S. cost: 2/6d. plus P.T. 


Effective Penetration of the Intact Skin 


Vascutonex Gream 


A TOPICAL SALICYLATE THERAPY WHICH 
INCORPORATES TWO ESSENTIAL FACTORS 





The first factor is provided by diethylamine 
salicylate which has been shown to have an 
absorption rate 300-500 times greater than 
methy] salicylate.* 

The second factor is Glycol salicylate which 
has been shown to have a remarkable affinity 
for lipid tissue ensuring a deposit of salicylate 













ions, the slow release of which prolongs the action 
of the quicker acting diethylamine salicylate. 


The local effect of these salicylates is to begin 
their therapeutic action at the site of the lesion. 
By plain inunction, about 80% of the salicylate 
content of the cream is taken up into the body 





and about 60° is excreted in the urine. 


VASCUTONEX is non-staining, odourless, and 
contains no counter-irritants—its therapeutic 
action depending entirely on the effective 
absorption and anti-rheumatic action of the 
salicylates in the formula. 


INDICATIONS: Fibrositis and pain associated 
with muscular and articular rheumatism and 





all soft tissue pain. 






* (1948) Comptes rend. Soc. de Biol. , 142, 819 






CALMIC LIMITED - Crewe: Crewe 3251-5 
London: 2 Mansfield Street W1 - Langham 8038-9 
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NEW-DISPRIN JUNIOR 


REGD. 


Disprin is now available in a children’s size table* 


containing 1.25 grains of aspirin in soluble form. 





Disprin Junior is so suitable for children because 
it is soluble; it is easily administered, dissolved in 


water; it is sufficiently palatable. 





9 ; . ; 
Piet % Formula: Acid Acetylsalicy]. B.P. 1.25 gr., Calc. Carb. 
s 

gaa B.P. 0.375 gr., Acid. Cit. B.P. (Exsic.) 0.125 gr., et excip. 

R 
JUNIOR | , * 

si | Patients can obtain Disprin Junior at all chemists, in cartons 

% ¢ | f F 

Gp r mer , 

*™e sows" _J of16 tablets in airtight foils, price gd. inc. P.T 

——e . 
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RECKITT & SONS LTD... PHARMACEUTICAL DEPT., HULL 
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Hay Fever & Asthma 


* (reate 


Hydrocortisone Acetate 


SNUFF CAPSULES 


Designed and patented by 
Armour and Company 
British Patent No. 668341 







Supplied as Hydrocortisone 
Acetate Insufflation Set, 
consisting of one Insufflator 
and 6 capsules each containing 
15 mg. Hydrocortisone Acetate 
Snuff with inert substance. 
Also refills in bottles containing 
6, 12 and 25 capsules. 


Reference : 
LANCET i (1956) 537 


Write for literature and samples 


THE ARMOUR | LABORATORIES 
A HAMPDEN PARK, EASTBOURNE, ENGLAND 


Telephone: Hampden Park 740. Telegrams : Armolab, Eastbourne. 





















Triple Sulfa Cream 


TRADE MARK 


Prompt bacteriostasis . . . 

rapid healing... safe... 
in vaginitis and cervicitis 
in postpartum care 
following surgery and cautery 


x Sulphathiazole Sulphacetamide WN Benzoylsuiphanilamide 





Ortho Pharmaceutical Limited 
High Wycombe - England 
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Kiddies need no coaxing with this 
new form of Achromycin V 


Here’s an entirely new form of AcHromycin V especially designed to simplify the 
control of infection in children and infants. It is AcHromycin V Pediatric 
Drops Aqueous—delightfully flavoured with orange to encourage even the 
“awkward”’ child to take his medicine. The drops contain ACHROMYCIN tetra- 
cycline with citric acid and sodium citrate for more rapid absorption and higher 
levels of the antibiotic in the blood. Thus infection can be promptly controlled 
and the child’s recovery accelerated. Accurate dosage can be measured drop by 
drop from the pliable plastic bottle (5 mg. of tetracycline per drop). The 
product can be given directly onto the tongue or added to water or fruit juice. 


ACHROMYCIN V 


TETRACYCLINE WITH CITRIC ACID AND SODIUM C.TRATE “reco. TRADEMARK 


PEDIATRIC DROPS AQUEOUS 
Supplied in dropper-type plastic bottles of 1roce. 
LEDERLE LABORATORIES DIVISION 


id OF GREAT BRITAIN LTD, London. woz 























Trust : 
Ostermilk 
to feed 


him 


If breast feeding fails, you can 
turn to Ostermilk with the 
utmost confidence; for its 
purity, digestibility and nutri- 
tional excellence are vigilantly 
safeguarded by all the experi- 
ence of Glaxo Laboratories. 





lies the virtue of the Glaxo manfactring proces 
“Scagupmage combi oe 





The roller process. The heated rollers 
turn inwards, transforming the liquid 
milk into a fine, sterilized powder and 
modifying the protein so that it will 
form a light, flocculent curd in the 
infant's stomach, 





No. I. Fat a 3cy actinic ecndeiaea silldlalaeied toons D 
‘Available int ed: No.2. Fl ce 


Into Ostermilk goes all the experience of Glaxo Laboratories 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
Glaxo milk foods are available in most countries. 








Rolicton The NEW Ses 


AMISOMETRADINE 


gives continuously 


on simple b.i.d. dosage 


with absolutely 
minimal gastric upset 


without developing resistance 


to its action 


with no significant risk of 


potassium depletion 


and without the toxic hazards of 
carbonic anhydrase inhibitors 


or mercurials 


Available as 400 mg. tablets in 
bottles of 20, 100 and 500. 
G. D. Searle & Co. Ltd., High Wycombe, Bucks 


Tel. High Wycombe 1770. SEARLE 


Rolicton is a Registered Trade Mark 





“Early in this study it became evident 
that amisometradine produced a 
significant diuresis in most patients 
with heart failure, and that gastro- 
intestine intolerance was _ unusual.”’ 

(1958) Brit. Med. J., I, 9. 


Illustration of the renal glomerulus 
as revealed by the electron microscope. 
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p-AMINOBENZOIC acids 


bring relief to cases of 





























arthritis and rheumatism 


is CASES OF Soft-tissue rheumatism, and 
arthritic disorders, many doctors are tend- 
ing more and more to regard Transvasin as 
an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters of 
nicotinic, salicylic and p-aminobenzoic acids. 
These esters readily pass the skin barrier in 
therapeutic quantities, and so enable an effec- 
tive concentration of drugs to be built up 
where they are needed.* 

Transvasin not only induces vasodilation 
of the skin with a superficial erythema, but 
also brings about a deep hyperaemia of the 
underlying tissues. It is non-irritant and can 
be safely used on delicate skins. 

It is now being widely prescribed, with suc- 
cessful clinical results. Since a very small 
quantity is sufficient for each application, the 
cost of treatment is extremely low. 


Cnimsoi ee 


ssaeaetetienteeeeeee reentrant 


* Therapeutische 
Umschau 
1952, 8, 143. 


Tetrahydrofurfuryl salicylate 56°: 
Ethul nicotinate eo". 
n-Hezyl nicotinate 2% 


ej ellie 


Ethyl p-aminobenzoate 8% 
Water-miscible cream base ad 100°, 


Transvasin is available in 1 oz. tubes, basic N.H.S. 
price 2/6 plus P.T., and is not advertised to the public. 
Samples and literature will be gladly sent on application. 


LLOYD-HAMOL LTD 


“ ” 11 Waterloo Place, London, S.W.1. 
Thank you, doctor Tel. WHltehall 8654/8/6 


Transvasin is the registered trade mark of Lloyd Hamol Ltd. 
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from the start 





‘V-CIL-K’ brand penicillin V potassium 
I gets off to a quick start with absorption 
. rates so rapid that peak blood levels are 
achieved within thirty minutes. Moreover, 
these levels are consistently higher than 
those given by any other kind of oral 
penicillin. Fully effective orally, ‘V-CIL-K’ 
combines the rapidity of the parenteral 
route with all the advantages of oral 





treatment. 
The dose is 125-250 mg. four times daily. 
Available as tablets of 60 mg., 125 mg. and 


250 mg. 


eh el _ & 


J a een 2 POTASStuM™ 





Lilly 


| Ec! LILLY & COMPANY LTD - BASINGSTOKE - ENGLAND 
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for the overweight patient in whom 


apathy and lethargy are predominant 


Dexedrine Spansule 





for the overweight patient in whom 


anxiety and tension are predominant 


Drinamyl Spansule 


Smith Kline & French Laboratories Limited 
Coldharbour Lane, London SEs5 


Each ‘ Dexedrine Spansule’ contains 10 or 15 mg. ‘ Dexedrine’ (dexzmphetamine sulphate BPC) 

according to strength. Each strength No. 1 ‘ Drinamy! Spansule’ contains 10 mg. ‘ Dexedrine’ and 

65 mg. (gr. 1) amylobarbitone. Each strength No. 2 ‘ Drinamyl Spansule’ contains 1§ mg. 
* Dexedrine’ and 97 mg. (gr. 14) amylobarbitone. 


‘Dexedrine’, ‘Drinamyl’ & ‘Spansule’* are trade marks *Brit. Pat. Nos. 715305 & 742007 
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for expectant 
and 
nursing mothers 


THE VALUE of ‘ Ovaltine’ for the pregnant 

and nursing mother has long been 
recognized by physicians. This delicious food 
beverage has many qualities which make it eminently 
suitable for inclusion in the mother’s diet. 


‘Ovaltine’® contains malt, milk, cocoa, soya, eggs 
and added vitamins. It provides concentrated 
nutriment in a palatable form which appeals to the 
most capricious appetite, and it is easy to digest and 
assimilate. In addition, it stimulates the 

supply of breast-milk and helps to keep the mother 
strong and healthy during the nursing period. 


L You can confideatly recommend your patient 


to take ‘ Ovaltine’ during pregnancy and when 
she is breast-feeding her baby. 


M.401 


T VITAMIN STANDARDIZATION PER OZ.: 
Vitamin B,, 0.3 mg ; 
Vitamin D, 350 t.u.; Niacin, 2 mg 


A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 








Manufactory, Farms and ‘Ovaltine’ Research Laboratories : King’s Langley, Herts. 
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today’s new 
MASTER PLAN 


against 








mi graine 


The prescribing of ‘ Migril’ makes possible at 
last a planned attack upon the three predominant 
symptoms of migraine. Ergotamine is present at 
strength in ‘ Migril’ for its specific effect upon the 
characteristic headache and ocular disturbances. 
Caffeine is present too, since it acts as a synergist 
to ergotamine. Frequently, however, ergotamine 
tends to evoke nausea and vomiting on its own 
account and can therefore worsen. these aspects 
of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine is also included 
in ‘ Migril’—to overcome any tendency to nausea 
or vomiting, whether caused by the ergotamine or 
by the condition itself. And so successfully does 
cyclizine achieve this aim that truly effective oral 
doses of ergotamine can today be given—by means 
of ‘ Migril’. 


Each tablet contains 


ergotamine tartrate 2 mgm. ; 
caffeine (alkaloid) 100 mgm. ; 
cyclizine hydrochloride 

50 mgm. 

In bottles of 10 and 100 


al 





TRADE MARK 





BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 





\] 
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in infections of the 
THROAT & MOUTH 


Phenidex lozenges have an unusually 
wide range of antibacterial activity, 
and rapid spreading and penetrat- 
ing properties. Their effect lasts 
from 45 minutes to an hour. 


They effectively control moderate 
infection caused by all common 
throat and mouth pathogens, includ- 
ing the ubiquitous Candida albicans. 


| 
! . 
ik j Phenidex lozenges quickly soothe 
it~"? $ the inflamed tissues. They are pleas- 
, 4 Bessie ape 
{ ant to take and equally suitable for 
adults and children. 


lozenges 


EACH LOZENGE CONTAINS: 





I yrothricin 0-5 milligrams 

Cetyl pyridinium chloride 
(C.P.C,) 2-5 milligrams 

Benzocaine B.P. 5-0 milligrams 


PACKING: Cartons of 18 lozenges 
sealed in metal foil. 


Basic N.H.S, cost 1/4d 


Cc. L. BENCARD LTD. PARK ROYAL, LONDON, N.W.10 deahin 








A 78 THE PRACTITIONER 








The original 


Lente Insulins 








NOVO 








Novo Lente Insulin 
Novo Semilente Insulin 


Novo Ultralente Insulin 


All available in 40 and 80 units per ml. 





EVANS 


MeEbicAL 


EVANS MEDICAL SUPPLIES LIMITED 
LIVERPOOL AND LONDON nm 


— 
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Introducing 


‘Nilergex 


the non-sedative antihistamine 





‘Nilergex’ which is the hydrochlor- 
ide of N-dimethylamino-isopropyl- 
thiophenyl-pyridylamine is a recently 
developed synthetic substance of 
novel structure possessing powerful 
antihistaminic and anti-allergic pro- 
perties, coupled with a remarkable 
lack of side effects, and an almost 
complete absence ofany sedative effect. 

Clinical trials carried out on an 
extensive scale in Europe and the 
U.S.A. have shown ‘Nilergex’ to be 
a safe and effective antihistamine in 
relatively low dosage. It is un- 


doubtedly a real advance on existing 
antihistamines and is the most suitable 
product for routine use in ambulant 
patients. 





PACKINGS 


TABLETS OF 4 mg. 


Containers of $0 and 500 


*NILERGEX’ S.A. 
(Sustained Action) Tablets of 12 mg. 


Containers of 20 and 100 


*NILERGEX’ SYRUP 
2 mg. per teaspoonful (3.5 ml.) 


Containers of 100 ml. and 500 ml. 











‘Nilergex’ 


for the patient who must remain alert 


Literature available on request 


cic! 





PHARMACEUTICALS DIVISION 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 


WILMSLOW CHESHIRE 
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Serpasil 


(the alkaloid reserpine from Rauwolfia) 


ANTIHYPERTENSIVE 





GRADUAL AND SUSTAINED REDUCTION 
OF BLOOD PRESSURE 
SYNERGISTIC EFFECT WITH OTHER 
ANTIHYPERTENSIVES 
MODERATE SLOWING OF HEART-RATE 
CALMING EFFECT 
Tablets of 0.1 mg. and 0.25 mg. in bottles of 25, 100 and 500. 


1 mg. and 4 mg. tablets, 1 mg. and 2.5 mg. ampoules also available. 


Elixir containing 0.25 mg.|5 ¢.cm. in bottles of 100 c.cm. 


C IBA 


‘ Serpasil’ is a registered trade mark. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321. Telegrams: Cibalabs, Horsham 
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IMPORTANT 
PRICE REDUCTIONS 


as from May 5, 1958 


ROUSSEL LABORATORIES are happy to announce that with 
their new plant at Stratford, London, now in full operation and with 
a growing demand for their corticosteroid preparations, they are able 
to make important economies in the synthesis of DECORTISYL 
(prednisone) and PreCORTISYL (prednisolone). This saving is being 
passed on immediately in the form of 


substantial price reductions of the order of some 


FIFTEEN to TWENTY PER CENT 


The reductions will apply to the following preparations: 


DECORTISYL TABLETS _PRECORTISYL TABLETS 
ASHACORT TABLETS _CORTIBIOTIC SKIN OINTMENT 


ylline phenobarb:itone) 


Advice of the specific reductions is 
being sent concurrently to physicians. 


ROUASEL 


ROUSSEL LABORATORIES LTD., 847 Harrow Road, London, N.W.10. 
LADbroke 6611 


Associate Company UCLAF LTD., Marshgate Lane, Stratford, E.15 
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mild sedation 


WITH 


nutritional support 


THE debilitated patient, whether recovering 
from severe illness or operation or suffering 
from a chronic disease, is greatly benefited by 
the addition of nutritionally generous supple- 
ments of vitamins of the B complex and 
ascorbic acid. Such patients often need also 


mild sedation. 


A combination of the necessary vitamins 
with a relatively low dose of phenobarbitone 


is now available as 


TROPENAL 


INDICATIONS 

(1) Anxiety states with restlessness, especially 
associated with hypertension, alcoholic with- 
drawal or peptic ulcer. 

Progressive illness in which insomnia 
is associated with a need for the greatest 


(2 


~— 


nutritional support 
e.g. congestive heart disease 
cachectic states. 

(3) During convalescence, to speed recovery 
by promoting good appetite, and a quiet frame 
of mind associated with nutritional adequacy. 

(4) Insomnia not induced by pain. 





Mali, London, W. 


VITAMINS LIMITED | 


Upper 








FORMULA 


Each tablet contains: 


Aneurine hydrochloride 
B.P. 


5 mg. 
Riboflavine B.P. 5 mg. 
Pyridoxine B.P.C, 2 mg. 
Nicotinamide B.P, 15 mg. 
Ascorbic acid B.P. 50 mg. 
Phenobarbitone B.P. 16 mg. 

(2 gr.) 


In designing the formula, it 
was necessary to bear in mind 
the known antagonism be- 
tween barbiturates and the 
vitamins of the B complex, 
together with the theoretical 
that the effects 
might cancel each other out. 
But preliminary trials have 
shown that on account of the 


possibility 


varying speeds of action and 
other factors not fully under- 
stood, the combination is 


clinically effective. 


DOSAGE 


One to four tablets daily. 
Tablets in packs 
of 25, 100 and 500. 
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Kept 
Free 
From 
DANDRUFF 
with 
LENIUM 


Trade Mark 









the NEW medical treatment for seborrhoeic 
conditions of the scalp. 


Lenium contains selenium sulphide and the powerful 
new anti-bacterial agent, Lorothidol, giving maximum 
control. It may be prescribed on Form E.C.10. 
Lenium is not only highly effective, it is also 
convenient and pleasant to use —additional advantages 
from your patient’s point of view, 

phi r ott ¢ nol}) 


Supplied as a cream in tubes of |} oz. and 4 oz. 
Basic N.H.S. cost of I} oz. tube: 2/9d. 


Bayer Products Ltd. k inss:on-on-Thames, Surrey 
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full sulphonamide effect 


In all infections responsive to sulphonamide therapy 
MIDICEL* affords advantages of potent antibacterial 
action,a high level of free active sulphonamide in the cir- 
culation and a low incidence of undesirable side-actions. 


maintained around the clock 


Because of its exceptionally prolonged action a bacterio- 
static blood-level is maintained with only once daily 
administration of MIDICEL, thereby permitting the 
patient more rest during the day ... undisturbed sleep 
through the night. 









Ee dose daily 


egy 
4 *Trade Mark 
aol 


Midicel 


SYULPOHAHRETFNOKVPVTRIEOATISE 























Dosage: In adults an initial loading dose of 1 G (in severe 
infections, 2 G) followed by 0.5 G daily will generally 
be found effective. In some instances it may be desir- 
able to increase this dosage without increasing the 
frequency of administration. In children } tablet (0.125 
G for each 20 1b. of bodyweight) on the first day followed 
by half this dosage daily is suggested. 





Packaging: Tablets of 0.5 G in containers of 12, 100 and 250. 


Parke, Davis & COMPANY, LIMITED (inc. USA) HOUNSLOW, MIDDLESEX Tel: HOUnslow 236! 


j P.O. 658 
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ROUTINE URINE TESTS 


— Reliable, quick, no external heating — 


For ALBUMIN_________-- ‘ALTEST 


reagent tablets 


for BLOOD____ == ‘OCCULTEST 


reagent tablets 


For GLUCOSE _____---_- ‘GLINISTIX 


reagent strips 


For BILIRUBIN____ ‘IGTOTEST 


reagent tablets 


For KETONES _________- ‘ACETEST 


reagent tablets 


... and, of course, for reliable estimation of 


ER GLINITEST 


reagent tablets 
Range of six simplified urine tests for General Practitioners, hospitals, 
clinics and laboratories. 
Please write for illustrated leaflet and references. 


* Acetest’ and ‘ Clinitest’ are available under the N.H.S. on Form E.C.10 
* Trade Marks 


AMES COMPANY connon) LTD 


NUFFIELD HOUSE, PICCADILLY, LONDON, WI - Telephone: REGent 532! 
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The new 
complete treatment 
for migraine 


ORGRAINE 





Composition (per tablet) Action 


p constricts 4 

Ergotamine Tartrate B cerebral arteries 

Caffeine B.P g potentiates 
ergotamine 


Hyoscyamine Sulphate 
B.P.C. (1949) 0.0875 mg | 


Atropine Sulphate B.P 0.0125 mg. | 


Phenacetin B.P 130.0 mg 





In a recent clinical article (J.A.M.A., 1957, 163, I115) 
it was stated that in a series of 2,511 cases in which 28 
agents were tested in the symptomatic treatment of 
migraine, ergotamine tartrate was proved to be the most 
useful drug—and 81° of the patients showed improve- 
ment when ergotamine tartrate and caffeine were 
compounded with belladonna alkaloids. 

Orgraine applies the same successful principles of 
treatment. 


Packs: Tablets individually foil-stripped, 
in boxes of 10 and roo. 





RGANON LABORATORIES LTD. 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone : TEMple Bar 6785/6/7, 0251 /2/3, 1942/3. Telegrams : Menformon, Rand, London 
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Lederle’s new 


superior corticosteroid 

created to minimize the 

major deterrents to all previous 
steroid therapy 


Ledercort| 


TRIAMCINOLONE (9 ALPHA-FLUORO-16 ALPHA-HYDROXYPREDNISOLONE) Uy 


SSS Lw WW’ w° We 0°P°rinnQ_]__k)10DWWW 


LEDERCORT triamcinolone shows great promise as 
Y the agent of choice for all diseases ordinarily held 
G to be improved by corticosteroids. 

It offers increased potency for greater clinical 





effectiveness, and fewer side effects. 

In allergic disorders and dermatoses, LEDERCOR1 
triamcinolone dosage averages one-half that of 
prednisolone. It provides prolonged therapy at less 
cost, with easier patient management. 


INDICATIONS 

Rheumatoid arthritis; bronchial asthma; dermatoses. 
allergic disorders; other conditions amenable to therapy 
with corticosteroids. 

Oral tablets of 4 mg., scored for easy division 

Bottles of 30 and 100 


REGO. TRADEMARK 


LEDERLE LABORATORIES DIVISION 


’ 
(yanamid OF GREAT BRITAIN LTO., London, WC.2 


QW WwwVvqw 6%  \ "  \” 
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UMBER HAWK 


The features of safety, luxurious comfort, and smooth, 
sparkling performance have never been more successfully 
combined than in the distinguished Humber Hawk. 





Comfort Performance Safety 

Exceptionally wide doors The powerful Humber engine, Tough unitary construction 

plus a ‘step-down’ floor give ; a _ ea * panoramic visibility # bal- 

remarkably easy access to reliable and economical, anced weight distribution 
: iy ca gives an excellent all-round * precision steering ¥ in- 

the luxury of a 6-seater in- 7 stant response .. . vivid 

terior that is inches more performance—smooth power acceleration and powerful 


roomy in every direction. } at your command. brakes. 


£840 plus £421.7.0 purchase tax. White-wall tyres, and chromium rimfinishers available as extras. 


WITH FULLY AUTOMATIC TRANSMISSION OR OVERDRIVE 
AVAILABLE AS AN EXTRA (Available also as a Limousine or Estate Car) 





4 PRODUCT 


2 ROOTES MOTORS LTD 


—_—— = 
° HUMBER LTD - DIVISION OF ROOTES MOTORS LTD + LONDON a AND EXPORT DIVISION 
ROOTES LTD + DEVONSHIRE HOUSE - PICCADILLY - LONDON - W. 

















MOTORING NOTES 


Thoughtless Design 


By ROBERT NEIL 


DuRING the course of my work I have tried 
a wide variety of cars in recent weeks and, 
although one realizes that there is not yet a 
perfect car available to the public, I have been 
surprised at the thoughtless errors in design 
which have so definitely prevented many cars 
from being described as approaching perfec- 
tion. What I find so worrying is that so many 
cars have small faults which seem to indicate 
that both the design staff and the higher execu- 
tives of some car factories do little driving 
themselves. This appears to be the only explana- 
tion for some of the irritating faults I have 
noticed, and which would be apparent to the 
least technically minded and least experienced 
of ordinary motorists. 

On one car I tested the designer had taken the 
trouble, and expense, of fitting hoods over the 
principal instruments so as to prevent the 
lighted instruments causing confusing reflections 
and shadows on the windscreen, but either 
his drawing was inaccurate, or else it was mis- 
understood, as the hood was not at the right 
angle, and as a result there were reflections 
exactly level with the driver’s eyes. On another 
the pedal controls were so placed that, in con- 
junction with the intrusion of the gearbox cover 
in to the driving compartment, it was impossible 
for the driver, even if less than average height, 
to relax his left leg. The next complaint I had 
to make was regarding the thoughtless placing 
of a pistol-type hand-brake lever, which was 
not only tucked beneath the fascia, but directly 
beneath the steering column, so that the driver 
had to twist his left arm most awkwardly to 
reach the lever at all, let alone exert any useful 
leverage. This fault was the more surprising as 
there was ample room for the brake lever to the 
right of the driver’s seat, where it could have 
been reached easily, and need not have inter- 
fered with either entry or exit. A fault common 
to many cars is that the oil dipstick is so short 
and carelessly placed that the ruination of one’s 
shirt cuffs is certain. Can it be that the senior 
executives of the average factory always have 
the oil level in their sump checked by the 
service station attached to the works, and as a 
result know nothing of the difficulties with 
which the average motorist is faced? 

Admittedly the faults I have described are 


slight, and are unlikely to force a prospective 
purchaser to alter his choice, but it would be 
encouraging to the everyday motorist to feel 
that a slightly more intelligent interest was 
being taken in his requirements. A more serious 
trouble, because it is impossible to rectify and 
it effects safety, is the placing of rear-view 
mirrors. I do not refer to the placing of the 
mirror itself, but its placing in relation to the 
height of the rear window and the driving seat. 
I have tried many cars in which the relative 
heights of the mirror, the rear window and the 
driver’s eyes are such that it is impossible to see 
more than a few yards behind the car. Incon- 
venient as this may be at times to the driver, it 
can cause obstruction of following motorists, so 
producing bad temper—a prime cause of bad 
driving, and sometimes of accidents. 

Whilst not all motorists carry out the main- 
tenance of their cars personally, any difficulties 
encountered are reflected in the cost of main- 
tenance. I am afraid that the general practice in 
the larger car factories of having all test cars, 
demonstration cars and personnel cars serviced 
regularly by the service department is one that 
in the end does harm. Were it insisted that 
executives had to service their own cars many 
of the irritating faults found on so many modern 
cars might be eliminated. I have seen new cars 
straight from the factory on which it was im- 
possible to grease more than 50 per cent. of the 
lubrication points, owing to the grease nipples 
being incorrectly fitted. 


RADIO COMMUNICATION 
It is almost unusual nowadays to encounter a 
London taxi-cab which is not fitted with radio 
communication with the office controlling it. 
I understand that there are already some prac- 
titioners who have fitted radio—of the closed- 
circuit type—to their cars, which enables them 
to remain in contact with their surgery while 
out on their rounds. At first glance the usefulness 
of such an item of equipment would seem 
greatest for the country doctor, but this is 
limited by the range of existing closed-circuit 
radio sets. At the moment their range is between 
10 and 20 miles, depending upon the nature of 
the countryside. If a doctor’s surgery were on 
top of a hill the intervisibility, and therefore, 
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within limits, the range of the set, would be at 
its greatest, but under opposite conditions the 
range might be reduced to 10 miles; that is, of 
course, a circle with a radius of 10 miles. 
Although this system of intercommunication 
is not yet perfect there may be many doctors 
to whom it would prove useful, principally in 
speeding up their attendance at an urgent case 
and, of course, in avoiding having to double 
back on their tracks. I understand that there are 
certain objections, as it might be possible for an 
amateur wireless enthusiast to listen to intimate 
details being discussed between the doctor and 
his surgery. For the information of readers who 
think that closed-circuit radio might be helpful 
to them, the specialists in this type of equipment 
are Pye Telecommunications Ltd., of Cam- 
bridge, who also have offices in London. 


NEW MOTORWAYS 

Much publicity has been given to the projected 
London to Yorkshire motorway, with its pro- 
posed service bays at twelve-mile intervals, but 
rumour suggests that complete agreement has 
not been reached between the Ministry of 
Transport on the one side and local authorities 
and Chief Constables on the other. I have even 
heard suggestions that some sections of the new 
motorway should be governed by speed limits. 
Any suggestion that a motorway should be used 
in any other way than to provide the fastest 
possible means of communication should be 
laughed out of court. I consider that the only 
duties for the police on a properly designed 
motorway are to see that no vehicle is stopped 
voluntarily between the service bays, and to 
provide an expeditious breakdown service for 
those who halt involuntarily. It may be that, 
once the motorway is established, and no 
doubt being used to the full by essential traffic, 
the pleasure motorist may find it just as fast 
and probably more pleasant to revert to such 
roads as As. 

One of the most serious problems on these 
new roads will be to ensure that all users remain 
in the lane appropriate to their speed; the 
slowest vehicles should keep strictly to the left, 
leaving the right-hand side for the fastest 
drivers. Similarly, slow traffic should be passed 
as quickly as possible, so that the outer lane is 
blocked for the shortest possible time. The 
necessity to keep traffic moving as fast as pos- 
sible on the new motorway is so important that 
it might be worth while considering having 
telephone points at about one-mile intervals, 
which would enable anyone forced to stop to 
telephone at once for assistance. It follows that 
the service stations should be staffed so as to 
allow someone to go out at a moment’s notice, 


even if only to carry petrol to a thoughtless 
driver. 
A LESSON FROM THE STRIKE 

At the moment of writing there is only one 
strike in progress although we are threatened 
with still another. Just as it required the last war 
to teach people to pull together—a lesson so 
quickly to be forgotten—it requires a strike of 








Fic. 1.—The Pye ‘ranger’ 5-watt mobile radio-telephone 


London busmen to demonstrate to the Metro- 
politan Police how outdated their usual methods 
are. In normal times one gains the impression 
that not only do the police insist on motorists 
observing the legal limit, but they seem to do all 
they can to hold the speed of cars down to the 
lowest common denominator, with the result 
that the average speed of the traffic in most parts 
of London’s West End is around 8 to 10 m.p.h. 
With the traffic at rush hours now confined 
almost entirely to private cars, the police, in 
their anxiety to keep the traffic moving, are 
resorting to the methods used for years in Paris, 
with the result that blockages at the traditional 
bottlenecks have been noticeable by their 
absence. 

It is to be hoped that the lesson so obviously 
demonstrated during the strike will have been 
learnt and will be acted upon in the future. If 
the police encouraged the fastest possible meve- 
ment between major crossings, whether police- 
or light-controlled, and at the same time insti- 
tuted carefully thought out one-way circuits in 
the busiest areas, much could be done to avoid 
the waste of time and money which goes on at 
the moment. When motoring in the busier 
parts of London at hours when the streets are 
free from traffic it is quickly apparent that the 
timing of traffic lights is based upon the lowest 
possible speed. I feel it would be much wiser to 
speed up the timings, even if this meant that the 
police had to follow their strike-time method of 
urging on the dilatory. 
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That there is something extra about the Standard Ensign is obvious 
the moment your attention is caught by its clean, handsome body 
lines. There is the suberb all-round vision, for instance, both front 
and rear, the roomy, relaxing interior seating five in comfort and 
the 4-cylinder, 14 horse-power (1670 c.c.) wet liner engine, with the 
four-speed gearbox made famous by the Triumph T.R.3. This ts a 


car you certainly ought to know more about ! 


Price: £599 Pius P.T. £300.17.0 


Standard ENSIGN 


The finest value in motoring! 





j 


Your Standard or Triumph car is backed by a 12 months guarantee and the world wide Stanpart spares service. 
P Pr 


The Standard Motor Co. Ltd., Coventry. London Showrooms: 15-17 Berkeley Sq.. W.1. Tel: Gro 8181 
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Relief for Spring sufferers 





Neophryn with Antihistamine Spray is designed to relieve the symptoms of hay fever 


and allergic rhinitis as quickly and safely as possible. Nasal congestion is cleared and 


local irritation reduced without rebound congestion or interference with ciliary move- 


ment. There is no C.N.S. stimulation or sedation, and the spray may be used for 


small children. 
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N e 0 p h ry n with Antihistamine 


Trade Mark 
|-m-hydroxy-a-methylaminomett enzyl alcohol HC! 0.5%, with thenyldiamine HCI 0.1% 


Basic N.H.S. cost of Nasal Spray with Antihistamine 2/8. 


Bayer Products Limited 


Kington-on-Thames, Surrey Associated exporting company: Winthrop Products Ltd. 
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TRAVEL NOTES 


The Heart of England 
By PENELOPE TURING 


Ir William Shakespeare had been born in Lon- 
don or Scotland, at Land’s End or by the lakes 
of Connemara, the English Midlands would be, 
today, almost completely unhonoured and un- 
sung. As it is, two districts—Shakespeareland 
and the Wye Valley—have caught the tour 
promoter’s fancy. Their fame is well justified, 
but there is more, much more, to see and enjoy 
in the centre of England. Recently it has been 
forecast that, with the development of nuclear 
power, the mining area of the Midlands may one 
day become again a green and pleasant land, but 
even in the present there is an amazing amount 
of unspoilt, rural country within easy reach of 
the industrial cities. 

Birmingham, where the British Medical Asso- 
ciation is holding its annual meeting next month, 
makes a good centre, though possibly not the 
one of choice, for exploring the best of this 
country which lies to the south and west, ad- 
joining the Welsh border. With a car the choice 
of expeditions is almost endless, but local train 
and bus services and specially organized coach 
tours cover most of the district. 


STRATFORD 

‘l'aking the most famous places first, the Shakes- 
peare country has its own perennial charm, 
despite the vast influx of tourists. Stratford 
itself (only 24 miles from Birmingham) is a place 
of pilgrimage for all Shakespeare lovers. The 
togrn is small and attractive, cheerfully conscious 
of its own importance, with charming old-world 
gardens by the river Avon. There are a great 
many hotels and guest houses at all prices. If you 
want luxury and first-class cooking go to the 
Welcombe Hotel, a large, ugly building in acres 
of beautiful park two miles outside the town. If 
you prefer the atmosphere of an old, half-tim- 
bered hostelry the Shakespeare and the Falcon 
are two of the best hotels in the centre of Strat- 
ford. The season of plays at the Memorial 
Theatre runs from April to November (this year 
the plays are: Romeo and Juliet, Twelfth Night, 
Hamlet, Pericles, and Much Ado About Nothing) 
and one can dine well before or after the per- 
formance in the theatre restaurant overlooking 
the river. 


THE SHAKESPEARE VILLAGES 
Anne Hathaway’s Cottage a mile away at Shot- 
tery, and the home of Shakespeare’s mother, 
Mary Arden, at Wilmcote three miles north- 
west, with the poet’s birthplace and Stratford 
church, form the traditional tourist’s gamut. 
Fewer people go to the ‘Shakespeare villages’. 


One of the more lighthearted local legends 
recounts that Shakespeare and some of his 
Stratford companions accepted a challenge to a 
drinking contest at the neighbouring village of 
Bidford. Returning home vanquished, they 
slumbered by the roadside, and under the in- 





Fic. 1.—Chipping Campden from the Market Hall. 


fluence of the morning after, Shakespeare re- 
marked that he had drunk with: 
‘Piping Pebworth, dancing Marston, 
Haunted Hillborough, hungry Grafton, 
Dodging Exhall, papist Wixford, 
Beggarly Broom and drunken Bidford’. 
All are worth a visit, and Wixford and Bidford 
are particularly delightful examples of the War- 
wickshire village. 


WARWICK AND KENILWORTH 
Warwick, eight miles from Stratford, is one of 
the most interesting old towns in the whole dis- 
trict. The Castle, home of the Earl of Warwick, 
is open to the public on weekdays, and the 
grounds with their strutting peacocks are a blaze 
of colour when the rhododendrons are out in 
early June. There is an interesting parish church, 
a fine example of 18th century gothic, and some 
delightful old houses, but my own special 
favourite is the beautiful timbered Leycester 
Hospital, an old charitable foundation built 
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round a courtyard. Kenilworth Castle, five miles 
from Warwick, is a stately ruin dedicated to the 
memory of the first Queen Elizabeth, who was 
entertained here by the Earl of Leicester with 
full 16th century pomp. 


THE COTSWOLDS 
The Cotswold Hills with their wide cultivated 
uplands and towns and villages built of the local, 
pale golden stone, provide a complete contrast 
to the leafy villages of Warwickshire. Broadway, 
at the north-west corner of the hills, is the most 
famous of all Cotswold villages. It is, in its own 
way, as much a show place as Stratford, and 
therefore possesses souvenir shops and cafés. 
The Lygon Arms is a fine old coaching inn 
with an international reputation—and prices to 
match. 

I prefer the almost equally famous Chipping 
Campden (fig. 1), five miles away, which has a 
perfect main street of stone-built houses. Do not 
fail to explore the side streets, however, for some 
of the most attractive buildings with enchanting 
gardens are hidden in the byways. 


THE WYE VALLEY 
The Wye valley is an entirely different world, 
and as a whole it forms one of the most attractive 
and interesting motor trips in Britain. The river 
rises in the heart of the Welsh mountains, on the 
slopes of Plynlimmon close to the main road 
from Aberystwyth to Rhayader. The latter is a 
village well-known to anglers, for the Elan and 
Claerwen tributaries of the Wye are dammed 
near Rhayader to provide a series of reservoirs 





Tintern Abbey 


FIG. 2. 


for Birmingham's water supply, and permits are 
issued for trout fishing. 

East from here are the Radnor 
Forest, some of the most unspoilt, wild country 
in Britain. The river flows south along the 
Brecon border to Builth Wells, and on down 
a wild and beautiful course till it enters the 
quieter English countryside at Hay. From here 


moors of 
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on to Hereford and beyond is the typical gentle 
beauty of the Wye valley: lush fields and woods, 
cattle and cider orchards, small towns and 
villages. Hereford with its red sandstone cath- 
edral, is the capital of the river, and a delight- 
ful place. Below this is the market town of Ross, 


ys 





Fic. 3.—The wonderful Malvern Hills. 


then Symond’s Yat, a cliff which provides the 
most famous view of the Wye. 

Monmouth, birthplace of Henry V, comes 
next, then the beautiful ruins of Tintern Abbey 
(fig. 2), and finally by way of Chepstow the Wye 
joins its sister stream the Severn in the Bristol 
Channel. A number of places on the middle Wye 
can be reached easily by car from Birmingham, 
but the valley really deserves a two- or three-day 
tour. 

THE SEVERN COUNTRY 

In its own way the Severn has as great a charm 
as the Wye. It is a river of famous old towns: 
Shrewsbury, Worcester, Tewkesbury with its 
superb Norman Abbey where the Avon joins the 
main river, and finally Gloucester. This country 
was a battleground in the Wars of the Roses and 
later in the Civil War, and much of England’s 
history lies beneath its placid, rural charm. 


THE MALVERNS 

I have mentioned before a special love of mine 
the Malverns (fig. 3). This is a nine-mile range 
of bare, turf hills between the middle reaches of 
the Wye and Severn. It is ideal country for the 
modest walker, and a good centre for the best of 
both valleys. The hills themselves have an in- 
definable fascination, and below is a rich land of 
field and lane, wild flowers and woods. 

Great Malvern below the north-east end of 
the range is the usual centre for the district, but 
there is one hotel, the British Camp, which 
stands on the hills themselves at the point where 
the road crosses them between Little Malvern 
and Ledbury. It is some years since I stayed 
there, but if the hotel is as good now as it was 
then, there is no better place from which to walk 
or just to idle in some of England’s fairest 
country. 
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An urgent call on a rainy night; . aS KS em \ \' ’ 
wet, greasy and treacherous roads — ; ia 
that is when a Doctor can depend 
on the sure, safe rear-wheel 
grip of Firestone Town & 


Country Tyres. 


-_ Grip in mud 

Non-skid safety on wet 
i and greasy roads 
— Smooth riding and quiet 
gp Long, trouble-free mileage 


pe All-season motoring 


TUBELESS or TUBED 
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44 factories throughout the world. —_——wa 
Firestone total sales exceed = 1 


£1,000,000 per day. —_ua 
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SMITH KLINE & FRENCH LABORATORIES LTD, COLDHARBOUR LANE, LONDON SBs5 


*Histryl’ & ‘Spansule’* are trade marks. *Brit. Pat. No. 742007 
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Treatment of 


DIABETES MELLITUS 


without injections 


Rastinon »Hoechst« tablets provide an oral 
treatment for certain diabetic patients. 


EFFECTIVE A number of patients on small 
regular doses of insulin have been found to be 
suitable for treatment with Rastinon 
»Hoechst« tablets. Clinical work throughout 
the world has shown that approximately ; 
quarter of all diabetics can be stabilized on 
Rastinon »Hoechst« tablets. A few of the 
more recent references to the literature are 
given opposite. 

SAFE The selection and_ stabilization of 
diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon »Hoechst« 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. Nocases of proven dyshaemopoiesis 
or other serious side-effects due to the drug 
have been reported. 


SIMPLE From 2 to 4 tablets a day are norm- 
ally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The 
normal regime of urine examination and dietary 
control remains necessary. 


Packs: bottles of 100 and 500 tablets. 


The basic price to the National Health Service 
as dispensed from a 500 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
4d per tablet. 


Each tablet contains 0.5 G. of N-Butyl-N!- 
toluene-p-sulphonylurea; (Tolbutamide). 


REFERENCES: 


Oral Therapy for Diabetics with Tuber- 
culosis, Brit. Med. J. 1958, a 220 

Oral Treatment of Diabetes with Tolbut- 
amide, Brit. Med. J., 1957, 2, 1345 
Clinical Experience with Tolbutamide, 
Brit. Med. J., 1957, 2, 323 

Tolbutamide in Treatment of Diabetes 
Mellitus, Brit. Med. J., 1957, 2, 325 
Editorial—Tolbutamide in Diabetes, Brit. 
Med. J., 1957, 2, 343 

Oral Hypoglycaemic Compound, Brit. 
Med. J., 1957, 2, 352 

The Antidiabetic Sulphonamides, J. 
Endocrinology, 1957, 15, 45 

Clinical Studies of the Hypoglycaemic 
Action of the Sulphonylureas, Lancet, 
1957, 1, 753 Dtsch. med. Wschr., 1957, 
82, 1513-1592 





RANTINO 


» HOECHST « 
TABLETS 


(TOLBUTAMIDE) 











HOECHST PHARMACEUTICALS LIMITED + SLOUGH 
Distributors in the United Kingdom 


HORLICKS LIMITED »: SLOUGH: BUCKS 
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In Infective 
Enteritis 























GUANIMYCIN 


rapidly controls symptoms 


eradicates infecting organisms 


* 
* 

@ considerably shortens duration of illness 

e is well tolerated by children as well as adults 
e 


is wholly free from neurotoxic complications 








Supplied in bottles to pre pare 

4 fluid ounces of suspension. } 
When diluted to 4 fluid o unces with 

water, each fluid ounce contains 

streptomycin sulphate 0.25 ¢., 

sulphaguanidine 2g. and kaolin2g¢. 


Standard Reference Card on application 


Manufactured in England by ALLEN & HANBURYS LIMITED LONDON E2 
N58/116/H 
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Brand of Bemegride Regd. Trade Mark 





Accumulated clinical evidence has shown conclusively 
that MEGIMIDE maintains its value in the treatment of 


Barbiturate Poisoning 


and in the reversal of 


Barbiturate Anaesthesia 


MEGIMIDE can also be effectively employed as an 
activating agent in the diagnosis and investigation of 
epilepsy by electro-encephalography. It is easier to 
handle than other agents because its action is slower 
and the actual production of a seizure is usually 


unnecessary to obtain the required result. 


pase Ce teeetiropat i cou a ee Eee oes : 
iz MEBGIMETDE 4 for injection 
Fe scare bie ee Cea ca LE Ee senna 

10 ml. Ampoules: box of 6, box of 25 

30 ml. Vials: box of 6, box of 25 

100 ml. Vials: packed singly. 


Further information and literature available to the medical profession on request. 


REFERENCES 

Brit. Med. Jnl. (1955), 1. 1238 Lancet (1955), 268. 181 

Med. Proc. (1956), 2. 198 Brit. Jnl. Anes. (1956), 28. 325 
Med. Jnl. Aust. (1957), 10. 355 


Amite A.& co. Nicholas urp. Slough, Bucks, England 
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RELIEVES SPASM 


where ‘Merbentyl’, an anticholinergic 
with virtually no belladonna-type 


4], Side effects, effectively relieves the spasm. 


* 
By decreasing peristalsis the antacids are 
all acl S enabled to exert their neutralising 
effect for a prolonged period. 


alone are REDUCES ACIDITY 
Short acting magnesium oxide and 


long-acting dried aluminium hydroxide 


a a gel combine to provide the ideal 





7 
[| nsatisfacto l antacid. There is no constipation 
or laxation. 
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. oes four ew ha 
good things 
in the relief 
of peptic 
ulceration 


‘Kolantyl’ is available as tablets and gel. Each tablet or 
10 c.c. of gel contains: 


gastric contents. 


Sodium laury] sulphate inhibits 
@,,, 1nd pepsin. Excess lysozyme 
peptic ulcer. 
Merrell 


Research 














Dried Aluminium Hydroxide Gel "7 +6 Oe. tee 400 mg. 
Magnesium Oxide vant ieee : << +. oe 200 mg. 
*Merbentyl’ (dicyclomine hydrochloride) .. .. i 5 mg. 
PO cs «oe? Ge ae) Ge ee aw 100 mg. 
Sodium lauryl sulphate ae. ae 25 mg. 


PACKS: 
Convenient rolls of 12 tablets in cartons of four or twenty 
rolls. ‘Kolantyl’ Gel in bottles of 12 fl. oz. The basic N.H.S. 
costs are 5s. and 23s. 4d.; of the gel, 6s. 4d. Purchase Tax 
additional. 

DOSAGE : 
2 tablets or 4 teaspoonfuls of gel three or four times daily. 


3 is included to protect the damaged 
* mucosa from further irritation by the 


the proteolytic enzymes lvsozyme 


INHIBITS EXCESS ENZYME ACTION 


is frequently present in the vicinity of a 


‘Kolantyl’ and ‘Merbentyl’ are registered trade marks of the Wm. S. Merrell Company. 


Distributed in the United Kingdom and Irish Republic by 


RIKER LABORATORIES LIMITED : LOUGHBOROUGH 


Leics. 
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A new approach to the therapy of mental diseases 


a t | Oo || dimethylaminoethanol bitartrate 


BRAND 


Recent investigations (Science, 1957; 

Am. Jour. Psychiat., Jan. 1958) have shown 

that this drug may be useful in the treatment 
of certain mental disorders. Its trial is suggested , 
in depression unaccompanied by agitation, 

in psychosomatic disorders and in schizophrenia. 


Literature available on request. 


PACKS 
Tablet of 5 mg. in containers of 50 and 500 
Tablet of 20 mg. (scored) in containers of 100 and 500 


REFERENCES 
Science, 126, 3274, 610-611 (1957) 
Am. Jour. Psychiat., 114, 655-656 (Jan. 1958) 


DUNCAN FLOCKHART OF EDINBURGH 
The Doctors’ House 





DUNCAN, FLOCKHART & CO LTD +: WHEATFIELD ROAD - EDINBURGH, 11 
aat/3/S8m 
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“Here’s a health 
| 
unto 


His Allergy!” 





Effervescent 
Sandosten -aspiets 


8’Y'| SANDOZ 


25 mg. thenalidine tartrate 
0.579 g. calcium lactate 
0.794 g. calcium gluconate 


anti-allergic, anti-pruritic 


The 


Samples upon request 


effervescent anti-allergic drink 





Sandoz House 
Sandoz Products Limited 23 Great Castie Street 


London, W.1 
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Ts i 2 Presents hydrocortisone acetate 
\~ in a Lacto-Calamine base 


~ 
\ \ ~ Contributes the soothing, 
protective, anti-inflammatory 


\ \ action of Lacto-Calamine to 
\ \ successful topical therapy 


‘4 
\ \ XN Protects patients from the 


risk of sensitisation 


\ A- attributed to some vehicles 
a “Vv \ (Practitioner, 1955. 175, 575) 
6S 
™ \\ Potency:0:25°,.05%,and1% 
“ \ hydrocortisone acetate in Lacto-Calamine 
‘\ \ Packings: 10G tubes 
\ Basic NHS cost per tube: 0°25",3 3 
\ \ 05% 5 2k 1%99 





j;.4 YX 
. 3 « 


\ 
THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON NW10 3) 
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REDUCE 
THE 














E.C.10 AVERAGE 








CosT* 


In the treatment of 
Rheumatism, Fibrositis, 
Sciatica, Lumbago and 
allied conditions. 




















Long Acting Rubefacient Balm 


ited * Basic N.H.S. price 1/2}d. per oz. 


‘ WEST PHARMACEUTICAL COMPANY LTD. 
feet §=82 Victoria Street, London, S.W.1. Tel: TAT 2580. 
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CARNEGIES PHARMACEUTICALS 


ys 
= 


Asthma 2 3-D 
Anti-asthmatic l ablets 
IY, VIR AY AUST), CATT AR se 
MNO. Ulin 
KAO NAS 


AAS 
CONTAINING A NEW POTENT 
ANTI-INFLAMMATORY AGENT 


Sodium Caffeine-a-naphthyl Acetate 
(Pat. applied for) 

This new substance rapidly reduces formalin- 
induced oedema to normal. It appears that it 
is this property which quickly terminates the 
acute attack. The bronchospasm and dyspnoea 
pass off rapidly: the sputum loosens and 
liquefies so that expectoration is easy and rela- 
tively painless. Asthma 23-D will be found 
equally valuable in the treatment of acute and 
chronic cases with or without emphysema. 
Samples on request. 
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Each 500 mg. Tablet contains 


New Potent Non- Sodium Caffeine-a- 
toxic anti- naphthyl Acetate 
inflammatcry agent 17.5 mg. 


Ephedrine HC! B.P. 
Broncho-dilators 5 mg. 
Theophylline B.P. 25 





Respiratory mg. 
Stimulant Dried Extract of 
Belladonna B.P. 7.5 
Plain Muscle mg. 
Relaxant Papaverine HC! B.P. 
5 
Analgesic Phenacetin B.P. 75 mg. 


Presentation: Tubes cf 30 tablets 
Prescribable on Form E.C.A0 








Made by Os) 2 
CARNEGIES of WELWYN Ltd. Ne 
MANUFACTURERS OF FINE CHEMICALS { 
ESTABLISHED 19/1 ' 
Sole distributors in the United Kingdom 
SAVORY & MOORE LTD: a a 

60-61 WELBECK STREET, LONDON, W.! shane oF LifE 
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THE SAFEST AND BEST 
PREPARATION OF OPIUM 


Nepenthe holds pride of place among the many 
preparations of Opium produced over the last 100 
years. Containing all the constituents of Opium, it 
does not cause the usual unpleasant after-effects, 
and is constantly effective over long periods. 

At the request of many doctors. Nepenthe has 
been produced as a sterile solution for parenteral 
injection. and both oral and sterile solutions can 
be prescribed with complete confidence. 

Packed in 2, 4, 8 and 16-07. bottles and for in- 
jection in }-oz. rubber-capped bottles, sterile, ready 
for use. 








NEPENTHE 


(Ferris) 
FERRIS & CO LTD: BRISTOL 
Telephone 21381° Telegrams FERRIS, BRISTOL 








The Medical Service 
of the Royal Navy 


VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short 
Service Commissions of 3 years, on 
termination of which a gratuity of £600 
(tax free) is payable. Ample oppor- 
tunity is granted for transfer to 
Permanent Commissions on completion 
of one year's total service. Officers 
so transferred are paid instead a grant 
of £1,500 (taxable). 


All entrants are required to be 
British subjects whose Parents are 
British subjects, medically qualified, 
physically fit, and to pass an interview. 


Full particulars from the Admiralty 
Medical Department, Queen Anne’s 
Mansions, St. James’s Park, London, 
S.W.I. 
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with 


ionexten 
oral depot 


tablets 


on Oe 


12-HOUR THERAPEUTIC EFFECT FROM A SINGLE DOSE 
SUSTAINED OPTIMAL BLOOD LEVELS 
DIMINISHED INCIDENCE OF SIDE EFFECTS 
ECONOMICAL USAGE OF DRUG 
NO FORGETTING OF CONVENTIONAL t.d.s. DOSAGE 


DOSAGE AND 
INDICATION FORMULA BASIC N.H.S. 
COST 
Asthma ephedrine resinate . 50 mg. (2 gr.) ephed. hydrochlor ) 
Bronchitis theophylline . . . 65 mg. F 1-2 tablets asmapax* 
bromvaletone . . . . 150 mg. eS ee 
, mephenesin . . ., , 50 mg 30 tablets 5 
Peptic ulceration = 
s : me hycscyamine resinate . = 0,350 mg. hyoscy. sulph, 1.9 
oo atropine resinate. 0.050 mg. atrop. sulph night A. dl spastipax* 
dysmenhorrhoea hyoscine resinate 0.025 mg. hyoscin. hydrobrom. "30 tablets 5/- 
ete amylobarbitone resin salt = 65.000 mg. (1 gr.) amylobarb. . s 
F 4-1 tablet sk 
— dexamphetamine resinate = 10 mg. dexamphet. sulph. at eo nog . dexten 
3 $ 
appetite control) 
P 5-1 tablet 
Depression dexamphetamine resinate = 10 mg. dexamphet. sulph. a barbidex* 
with anxiety phenoharbitone . . . 65mg. (1 gr.) at breakfast time 


30 tablets 3/10 
* regd. trademark 


CLINICAL PRODUCTS LTD - RICHMOND - SURREY 
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Succinale- 
Salicylate 
Therapy 


a safe and effective 
treatment for 


rheumatic disorders 





A succinate-salicylate combination 


was found superior to acetylsalicylic acid, 


in rheumatic states both on grounds of 
therapeutic efficacy and lower toxicity. 
Adequate amounts of the former could 
be administered with more lasting effect 
and with fewer and milder side effects. 
Furthermore, succinate-salicylate affects 
the disease process itself. as well as 
relieving painful symptoms, and does not 
abnormally increase prothrombin time 
even after prolonged dosage. 


Summary of atudy on Succinate-sa ee ther py 
Delaware State Medical Journal ( )2 4 





SUCCINATE-SALICYLATE THERAPY 


FORMULA: calcium succinate 2.8 
acetylsalicylic acid 3.7 gr 


f 


wn 


IN TABLET FORM: basic N.H.S 
price 4/8)d.- 100 tablets: 243d. - 
600 tablets. 


A professional sample will gladly be 
sent on request to: 


MBDICAL DEPT., CLINOD PHARMACEUTICAL’ Lr 
BELVUB BROAD, NORTHOLT, GRESNFORD, MIDUDLEaSE 











Working for the Nation’s Children No. 21! 


Good People 
Time and time again, people have com- 
miserated with me for being an Inspector of 
the N.S.P.C.C. They know the sight of a 
badly used child is distressing and that the 
appearance of a callously neglected one is 
more than most people can bear. I have to 
admit that we Inspectors never get used to 
such sights, it would be a sad thing if we did, 
but our job has its compensations, for to have 
had a hand in giving such children a chance 
to enjoy better days is a reward indeed. 
There is also the happiness which comes from 
what I call our ordinary jobs. Take for 
instance the mother I have just helped. She 
had been living with her mother-in-law who 
turned her out and she came back to my 
Branch with her two babies. Her husband 
said he would send on money to keep them, 
but he never did so and she is taking proceed- 
ings against him, He was a poor lot because 
though his mother gave him money to for- 
ward the children’s pram, and some baby 
clothes, he merely dumped them in a railway 
* left-luggage office *’ and I presume pocketed 
the cash. 
I knew nothing of all this until one of my 
colleagues in the area from which the woman 
came, wrote to me saying that he was 
anxious about her and asking me to make 
enquiries. I found her and promised to help 
her, and my colleague in the other Branch 
sent me some money, which kind neighbours 
had collected, to pay the railway charges on 
the pram and baby clothes which she was 
very glad to receive. She is most appreciative 
of the help she has received and when | 
thought of these good neighbours I couldn't 
help reflecting that there were a lot of nice 
people in the world as well as some bad ones. 
Cases like this—an actual case on the files of 
the N.S.P.C.C.—are dealt with frequently by 
the Society; for the scope of the Society's 
work is very much wider than cases of cruelty 
or gross neglect. If the Society can do any- 
thing at any time to help children whose 
welfare, happiness or future is in jeopardy, it 
will do it. 
This vital humanitarian work depends on 
your subscriptions and support. Please send 
your contributions to: 


The Director 


N-S-P-C-C 
ROOM 103, VICTORY HOUSE, 
LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped nearly 
102,000 children last year 
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And now — ydromycin lotion 


For dual control of common skin disorders 
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INFECTION | 


Neomycin and 
Hydrocortisone in a 
bland, aqueous base 


* For prompt and effective 
control of both inflammation 
and infection 


Easy to apply—in handy squeeze pack 
Economical in use 


Cosmetically acceptable 


Hydromycin lotion 


Literature and further information gladly sent on request 





BOOTS PURE DRUG COMPANY LIMITED - NOTTINGHAM + ENGLAND 
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PHETONE 


REGISTERED 





Be 


A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing 
the patient's appetite, we consider Amphetone unique. It combines for 
the first time, Dexamphetamine Sulphate and Strychnine with Glycero- 
phosphates and members of the Vitamin B Group. The Dexamphetamine 
provides the convalescent with an immediate feeling of well-being, this 
being followed by the well-known tonic effects of the other medica- 
ments. Clinical reports have been excellent. 

FORMULA Dexamphetamine Sulphate B.P.C., 1/12 grain: 
Strychnine Hydrochloride B.P., 1/60 grain: Calcium Glycero- 

phosphate B.P.C., 2 grains: Sodium Glycerophosphate B.P.C., 

2 grains: Aneurine Hydrochloride B.P., 1/30 grain: Nicotina- 

mide B.P., |/4 grain: Riboflavine B.P., 1/60 grain: Syrup of 
Blackcurrant B.P.C., 2 fluid drms.: Water, to |/2 fluid ounce. 


POISON | | $4 | 


Available in bottles containing 10, 20, 40, and 80 fluid ounces. Professional 
prices, 5/3, 9/11, 16/8 and 30/4 each. Samples available on request. 

JAMES WOOLLEY, SONS & CO. LTD., victoriA BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons Ltd. 

London Stockists: May, Roberts & Co., Ltd., 47 Stamford Hill, London, N.16 





Distributors for Northern Ireland: Messrs. Dobbin & Stewart, 47-49 Earl Street, Belfast 








How do YOU tackle flat foot? 









. . « do you prescribe an external wedge on the shoes? 


BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other 
children’s. 

Surely it’s more logical to have a wedge built-in 
between the inner and outer sole—invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 
solution to this problem. 


Information from Mr. W. 7. Peake, James Southall & Co. Lid., 
Crome Road, Norwich. 





Invisible Wedge Shoes by START-RITE 





(who make the finest children’s shoes of all types) 


Inneraze Shoes are supplied only against medical prescription 
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‘¢ Aspirin 1s a serious gastric 
irritant, particularly 
in peptic ulcer patients” 


“C$Calcium aspirin ...can be 


used with impunity” 


*Extracts from B.M.J., 2-7-55 


SOLPRIN IS ACCORDINGLY 
OFTEN PRESCRIBED 


Solprin contains aspirin in soluble form. It is a highly 
efficient analgesic—the more quickly and easily absorbed by 
reason of its solubility. Dissolved in water, the tablets pro- 
duce a solution of calcium acetylsalicylate. Solprin is ex- 
tremely well tolerated, even by sufferers from peptic ulcer. 

Solprin will be found particularly valuable when heavy or 
prolonged dosage is called for. 


Patients find Solprin easy to take and palatable. 


SOLPRIN... 


Soluble and substantially neutral 





Not advertised to the public 
Solprin is available only on prescription and only 
in Great Britain and Northern Ireland. Clinical | 
samples and literature will be supplied on request. 


N.H.S. BASIC PRICE 12/6 for 500 tablets in foil 


RECKITT & SONS LTO., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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Leukamateous and Venous ulcer 
of the leg, treated by 


LESTREFLEX STRAPPING 


The diagram on the 
left shows the case 
of an ulcer 54” x 94”, 
treated with com- 
pression bandaging 
by Lestreflex Diachy- 
lon. 
Healing took 7 
months. 
The photograph 
shows a sound scar 
V/) seen |4 months later. 
_----" The pressure bandag- 
= “a ¢/, ing was maintained 
f for | year, changed 
every 6 to 7 weeks 
Use Dalzoband Zinc 
Paste bandage as an 
under cover for sen- 
sitive skins. 





” eee ie oa nn ee 
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LESTREFLEX 


DIACHYLON / 
B A N D A G E DALMAS 
Send for samples and further ustic piacHYto* 


details to the manufacturers 


DALMAS LTD. 
JUNIORST. LEICESTER 


BANDAGE 8° 
fie* 





Bile extract | 
+ Lactic Ferment 

+ Yeast 
+ Veget 


———_. 


able Extracts does not create 
a habit. 





Its purpose is 





to correct one. 





in Constipation. s 
MYCOLACTINE 








er 


the 
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Do you realise that for 





the price of 30 cigarettes 
a WEEK you can insure 


yourself for Sickness and 





Accident Benefit of 





5 GUINEAS A WEEK plus 


Life Assurance of £1,000? 


This is under the “‘Guinea”™ Policy 


for students (and recently qualified 








practitioners) which provides 





LONG TERM COVER AGAINST 


SICKNESS, ACCIDENT OR DEATH 


at a specially reduced cost which is very low 


indeed during the first five years 


Please write for particulars mentioning this 
MEDICAL SICKNESS ANNUITY advertisement 

AND LIFE ASSURANCE ee me es oe 
When you are BUYING A NEW CAR ask for 


iHIAA Mal iaial details of the HIRE PURCHASE SCHEME of the 


MEDICAL SICKNESS FINANCE CORPORATION 
LTD 


3 CAVENDISH SQUARE, LONDON, W. 1. Langhamo34i (4 lines) 











THE PRACTITIONER 




















Where it is necessary to increase the intake of calories... When 
there is a poor appetite and little power to assimilate ordinary 
food ... Lucozade will be found stimulating and palatable. It is 
of particular value when no other food can be tolerated. The 
instant appeal of Lucozade to the jaded palate is now a matter of 
general medical experience. 









Lucozade is supplied in 6 oz. and 26 oz. 
bottles. It is lightly carbonated with an 
attractive golden colour and a pleasant 
citrus flavour. It contains 23.5°, W/V 
Liquid Glucose B.P., and its energy 
value is 21 Calories per fluid ounce. 


LUCOZADE 









ST. ANDREWS HOSPITAL, NORTHAMPTON 
FOR NERVOUS AND MENTAL DISORDERS 


President—THE EARL. SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
a. and certified patients of both sexes are received for treatment. Careful clinical. biochemical, bacterio- 
ogical and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 
in one of the numerous villas in the grounds of the various branches can be provided 


WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

For terms and further particulars apply to the Medical Superintendent (Telephone: No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 
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Shortening convalescence 


The length and success of convalescence 
can be influenced to a very large degree by 
the intake and absorption of protein. Yet 
often the patient cannot absorb the full 
amount necessary to make up the nitrogen 
lost during illness or fever. Sanatogen* 
solves this problem by providing concen- 
trated first-class protein which is easily 
assimilated and highly utilised. 


CONSTITUENTS OF SANATOGEN 


95°,, CASEIN (milk protein), containing 
all the essential amino acids. Although 
casein normally requires only three princi- 
pal stages to produce, the oo 

manufacture of Sanatogen 
involves seven principal 
stages. These additional 
stages have the object of 
ensuring that Sanatogen is 
absorbed and utilised to a 
very high degree. 














/ 


5% SODIUM GLYCEROPHOSPHATE 
Although evidence is lacking as to the 
precise way the glycerophosphate acts, 
the manner in which glycerophosphate 
and protein are combined in Sanatogen 
appears to result in a synergistic action 
particularly marked in conditions of 
physical and mental debility. 

Sanatogen is easily digested and is free of 
fat and carbohydrate; it is therefore quite 
suitable for use in diabetes. The average 
daily dosage of 6 teaspoonfuls provides 
24G. of first-class protein, at a lower cost 
per gram than many protein foods. 
Sanatogen is available from all chemists. 


Sanatogen ror waver 


PROTEIN UTILISATION 


in convalescence, pregnancy and lactation, 
physical and nervous debility.  *Rega. T.m. 
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NEUTRAPHYLLINE 


Dihydroxypropyl-7-theophylline 
a new theophylline derivative 


| 
BI 
f 
{ 
f 
/ 
NEUTRAPHYLLINE has all the properties of dissolved 
{ theophyllines, but none of their disadvantages. 
{ It occurs in the form of a bitter crystalline powder, very 
; soluble in water. Its aqueous solutions are neutral in 
E { reaction. It is completely stable, well tolerated and five 
' f times less toxic than aminophylline. 
The clinical advantages of NEUTRAPHYLLINE in the 
t treatment of angina pectoris, myocardial infarct, coro- 
f nary disease, cardiac dyspnoea, hepatic colicand asthma , 
are :— 
f 
{ 
t 
f 
f 
[ 


(a) Intramuscular injections are painless ; 

(b) Intravenous injections are perfectly well tolerated ; 

(c) Effective oral or rectal administration is possible 
without undesirable side effects. 


NEUTRAPHYLLINE is available in tablet, ampoule and 
suppository forms and also in tablet and suppository 
forms in association with Phenobarbital. 


Samples and Literature are available on request 
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101 GREAT RUSSELL STREET, LONDON, W.C.1 


Telephone: MUSeum 2042-3 and 0626 Telegrams: “TAXOLABS,” Phone, London 
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Theactive constituent, meclozine hydro- 
chloride B.P.C. is an antihistamine 
of low toxicity and 24 hour action. 
DOSAGE : 

Adults, one or two tablets daily 
Children, one tablet at night 

Basic N.H.S. prices 

Bottles of 25 tablets 3/8d 

Bottles of 250 tablets 32/6d 
Descriptive literature and specimen packs 
will be supplied on request. 
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THE BRITISH DRUG HOUSES LTD (MEDICAL DEPARTMENT) LONDON N.TI. 
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